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D. G. McKERRACHER, M.D. 


Psychiatric care in transition 


Mental illness today poses two threats: the 
illness itself and the place of treatment. 
Most people fear the mental hospital more 
than the mental illness. One must agree 
that much criticism of psychiatric treatment 
is justified, even if ill-informed. So we must 
seek better methods of looking after the 
mentally sick. Even when the standard is 
good, experiment and change are necessary; 
but when it is as obviously bad as today’s 
care of the mentally ill, the need for a new 
“approach becomes urgent. 

In this paper, I shall describe the new 
Program of psychiatric care proposed by the 
Psychiatric Services Branch which now op- 
erates Saskatchewan’s mental hospitals. The 
rationale behind this plan is that since men- 
tal illness is a sickness, the mentally ill 
would profit by community care, as do other 
Sick and that we should stop segregating 
the mentally ill like criminals in isolated 
institutions. This means high standard 
Community hospital services with more well- 
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trained personnel helping the patient to 
adjust at home. 

So using Saskatchewan as a fairly typical 
example, I shall review some of the defects 
in state psychiatric care and discuss other 
efforts to correct these shortcomings. I 
shall also outline the Saskatchewan Plan, 
tell how it developed, show how it might 
improve psychiatric care if given a chance 
and discuss some of the obstacles which 
have to be overcome. Such, of course, will 
lead the discussion to many of the problems 
of psychiatric care today. 

Mental hospitals in Saskatchewan have 
the same problem as hospitals elsewhere— 
the same overcrowding, the same shortage 
of funds, the same fear of mental illness 


ee ee 
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and the same suspicions of psychiatry. 
Saskatchewan’s efforts to find better ways to 
treat the mentally sick stimulates the inter- 
est of many psychiatrists elsewhere—often 
in disagreement. Before describing the 
plan, several points should be clear: 

J. The original blueprint arose from a 
pooling of many ideas—some from Sas- 
katchewan, some not. 

2. At present, the plan is under the su- 
pervision of Dr. F. S. Lawson, director of 
psychiatric services in the province; he has 
done more to develop this program than 
any other and will direct its operation when 
the government decides to proceed. 

3. The role of the professor of psychiatry 
at the University is to train staff for the new 
developments, to act as a gadfly in raising 
pertinent questions and to help interpret 
the goals to others. 


SASKATCHEWAN’S 
PSYCHIATRIC PICTURE 


Like other states and provinces, Saskatche- 
wan provides inadequate care for its men- 
tally ill. This is especially true for the con- 
fused old, the depressed middle-aged and 
the schizophrenic. Mental defectives fare 
better, thanks to the modern 1,100-bed 
training school and to active parent groups. 
The neurotics, as elsewhere, flock to the 
province’s 500 general practitioners. The 
psychopaths, with their ill-defined psychi- 
atric pathology, for the most part are the 
responsibility of the corrections branch of 
the provincial Department of Social 
Welfare. 

But the lot of the psychotics is hard. 
When sick enough to upset the home, the 
psychotic is certified by the family doctor to 
one of two 1,600-bed mental hospitals. To 
reach the provincial mental hospital, he 
must travel distances up to 350 miles: there 
he is cared for in a poorly constructed, 
overcrowded building by a staff which, 
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while well-trained, is about one-fourth a 
large as that in general hospitals. Funds 
available for all expenses, living, treatment, 
etc., are only slightly over four dollars pet 
day per patient. f 

Besides separating the patient from hiş 
family, the great distance excludes the fam 
ily doctor from sharing in the program, 
The stigma of the mental hospital beam 
heavily on the institution, the patient ant 
his family. Finally the patient return 
home, as if from another world, with little 
contact between those who have’ treated) 
him in the hospital, on the one hand, ant: 
his family and family physician on the 
other. 

True, three of the province’s general 
hospitals have psychiatric units with a com 
bined total of 90 beds. Hialf-filled with 
neurotics, those with psychosomatic disor 
ders and others who will never go to mental 
hospitals, they provide only about 45 bedi 
for psychotics, a small number compared 
with the 3,500 psychotics in the provincial 
mental institutions. The psychiatric uni 
are almost as far as the mental hospitals 
from the patient’s home, sometimes 2! 
miles. They, too, have little contact will 
the community and the community's do 
tors. Having so few beds, these units sent 
long-stay patients on to the mental hosp! 
tals. This adds to the provincial hosp! 
tal’s reputation for housing: less hopell! 
cases. Trained staff resent this and hë 
tate to work in the large institutions. 1 

| 
WHY IS CARE SO POOR EVERYWHERE 
| 


Why does Saskatchewan, like other pio 
inces and states, provide poor care for 
mentally sick? Because the public does 1 
demand good psychiatric care. People st 
have their medieval superstitions, fears at | 
ignorance of mental illness. So they basil 
from their minds the threat of such sickn® 
i 
h 


to themselves and families and banish the 
mentally ill to distant squalid concentra- 
tion places. Only when their own are 
involved do they scream for something 
better. 

We—the psychiatrists, nurses, psycholo- 
gists, social workers and others interested in 
the mentally sick—must share the blame. 
We have not clearly presented mental ill- 
ness to the public as its problem, nor have 
we pointed out that it is a sickness, entitled 
to the same standard of care as physical ill- 
ness. We have allowed state hospitals to 
continue as they were when first planned 
100 years ago. In fact, mental hospitals 
have deteriorated badly since the day of 
Kirkbride. 

We have failed to wipe out two hurtful 
myths which still exist in the public’s mind 
—that mental illness is incurable, and that 
most mentally ill are dangerous. These 
relics of the past frighten away much public 
support. As psychiatrists, some of us give 
up too easily. We struggle to escape from 
the state hospital problem by deserting to 
pleasant, less frustrating jobs in universities 
or private practice. But until we do some- 
thing about the patients in the state hos- 
pitals, we will have no decent program 
of psychiatric care, 

Can the problem of treating the psy- 
chotics be solved by units in general hos- 
pitals and by the private practice of psy- 
chiatry? Some think it can, but having 
spent much of my professional life working 
in small units in general hospitals and in 
touch with psychiatrists in private practice, 
my experience convinces me that neither 
can provide the solution. The reasons for 
the failure of the psychiatric units have 
been described above: they are not big 
enough, and their community contact is no 
better than that of the state hospitals. I 
Operate a 40-bed psychiatric ward in the 
University Hospital at Saskatoon. What- 
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ever else its merits may be, it contributes 
little, directly, to the care of the 3,500 men- 
tally ill in Saskatchewan. On the contrary, 
this nickel-plated, $22.00 per day service, 
by presenting such a contrast, increases the 
difficulties of the provincial hospital. 

Private practice in psychiatry contributes 
even less to the total picture. The three 
or four private Saskatchewan psychiatrists 
are almost worked to death. They help 
only those fortunate enough to obtain their 
services. Even 20 or 30 additional private 
psychiatrists would not solve the problem 
of psychiatric care in the province, and 20 
or 30 more private psychiatrists would prob- 
ably starve. Lacking communication with 
the grass roots, neither the units as now 
set up nor private psychiatrists can meet 
the problem of mental illness at its heart— 
right in the community. 


THE SASKATCHEWAN PROPOSAL 


Now let us briefly describe the essential 
points of the Saskatchewan Plan. It pro- 
vides for comprehensive psychiatric care 
organized on a regional basis, Saskatchewan 
has 13 health regions, each with about 
70,000 people living in an average area of 
12,000 square miles. As proposed, the ill 
patient would go first to his family doctor 
who could, if necessary, seek consultative 
help from the regional mental health clinic 
operated by the province. If he needed 
hospital care, the patient would be admitted 
to a psychiatric unit connected to a general 
hospital in his local region. This psychi- 
atric section would contain from 150 to 300 
beds. 

Whether it was part of the general hos- 
pital building or located up to half a mile 
away would depend on the availability of 
a suitable site. The doctor would admit 
the patient only when he could not give 
adequate care in the community. He would 
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admit him for further investigation, to form 
a treatment plan and for such treatment of 
acute illness best given in hospitals. Early 
return to the community would always be 
the goal. The family doctor and the family 
would be kept in the picture throughout the 
patient's stay. If it were feasible, the family 
doctor himself would carry out the hospital 
investigation and treatment in collabora- 
tion with the hospital psychiatrists, Where 
distance prevented daily visits by the family 
physician, the Provincially employed psy- 
chiatrist would treat the patient until he 
was discharged home, 

The key to the Saskatchewan Plan is com- 
munity service, especially follow-up—treat- 
ing the patient in the community rather 
than in the state hospital. The resources 
of both the hospital and the mental health 
clinic would be made available through a 
home care program. Social workers, visit- 
ing psychiatric nurses, Practical nurses and 
sometimes housekeepers would be at the 
joint call of the follow-up psychiatrist and 
family physician. As the patient improved, 
responsibility for his care would gradually 
be shifted to the family doctor. 

‘Even with help from the hospital, fam- 
ilies sometimes cannot keep convalescent 
Psychotics in the home. Then other re- 
Sources must be available. These include 
boarding homes, supervised hostels and, 
especially for the old, nursing homes. All 
should be in close contact with the regional 
psychiatric service. The State hospital has 
no place in this picture, If readmission is 
necessary, it should be to the 200-bed unit 
in the general hospital. We hope the large 
Provincial mental hospital will eventually 
disappear, 


BACKGROUND TO THE PLAN 


To better understand the history of the 
plan and the problems still to be solved, let 
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us look more closely at the province. Sas. 
katchewan is north of Montana, lying be- 
tween Alberta and Manitoba. It stretches 
600 miles north from the American border 
and is 400 miles from East to West. Texas: 
size, it is half as big as Alaska and almost 
as far north. Half the area is covered by 
rocks, lakes and forests. Most of its 900,000 
people live in the southern wheat-growing 
half; two-thirds of the income is from 
wheat, the rest from minerals, mostly oil, 
It has two large cities: Regina, the capital, 
with 100,000 population in the southeast 
corner of the inhabited area, and Saskatoon, 
the university city of 80,000 in the north 
central part. Half of its people are Anglo- 
Saxon in origin and the rest mostly of cen- 
tral European stock. The CCF Govern- 
ment, which operates the mental hospitals, 
has been in office for 14 years; it is socialist 
and, like former administrations in Wis- 
consin and Minnesota, is generally based 
on the philosophy of farm co-operatives. 

The two mental hospitals at North Battle- 
ford and Weyburn are located 300 miles 
apart in the west central and southeast 
areas, respectively. Each has between 1,600 
and 1,800 patients. North Battleford, near 
the Alberta border, was opened in 1913, 
eight years after the province was formed. 
Weyburn was opened in 1920. The three 
Psychiatric units mentioned above, each 
with full time outpatient clinics, are at 
Regina, Saskatoon and Moose Jaw. There 
are several part time traveling clinics. 

Despite having Canada’s most active men- 
tal health association, much public resist- 
ance to psychiatry remains in Saskatchewan. 
Aversion to mental hospital admission 
seems to be increasing, caused in part by 
that two-edged sword, mental health 
education. 

My own first contact with Saskatchewan 
mental hospitals helps me understand the 
public's antipathy. When I came to the 
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province in 1946 as commissioner of mental 
services, Weyburn had 2,600 patients living 
in one building, an overcrowding of more 
than 100 per cent. Nine hundred of its 
population were mental defectives, most 
of whom lived in a urine-drenched, cement- 
floored basement below ground level. The 
day of my arrival, I visited a room in this 
basement. Within its 25- by 10-foot space, 
there were at least 30 naked, psychotic and 
defective women. The late Dr. Samuel 
Hamilton of the U. S. Public Health Serv- 
ice, who visited a week or two later, claimed 
that only once before had he seen such 
deplorable conditions. 

North Battleford was much better, thanks 
to the previous commissioner, Dr. J. J. 
MacNeill. He had been its superintendent 
for many years. North Battleford's chief 
blackmark was a 200-bed building, origi- 
nally constructed as a machine shop, which 
housed bed-ridden, incontinent old men. 
Fortunately, within the next few years the 
province secured Dr. F, S. Lawson and Dr. 
Humphry Osmond as superintendents for 
these two institutions. They have long 
since cleared up much of the original 
squalor. Yet the imprint remains in the 
public mind. Ironically, efforts to enlist 
public support for better conditions have 
increased public dissatisfaction with these 
now improving mental hospitals. 

The mental defectives were moved in 
1954 to an 1,100-bed institution at Moose 
Jaw. The big problem still to be faced 
was how to provide a good program of care 
and treatment for the psychotics. The 
original program called for a 1,500-bed hos- 
pital at the University of Saskatchewan in 
Saskatoon. This was still in the cards in 
1950 when a survey of the province’s health 
Tesources was made. There were at that 
time, also, two alternative plans: the first, to 
isolate the 1,000 old people by building 
large geriatric treatment centres in Regina 
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and Saskatoon. This idea was soon dis- 
carded. The second was to provide more 
30-bed psychiatric units dotted about the 
province at the regional level. The small 
unit plan was turned down because of the 
defects in small wards mentioned above, 
but from this developed the idea of build- 
ing regional units large enough to house 
locally all of the region’s psychotic patients. 
Since each region had an average of 300 
patients in the large provincial mental hos- 
pitals, 300 beds was first considered the 
probable size for the units; they became 
known as “the 800-bed hospitals.” The 
first skeleton plan called for 13 units to 
take care of the almost 4,000 patients. At 
first the importance of tying these closely to 
general hospitals and of developing re- 
gional follow-up services was not fully rec- 
ognized but became evident as planning 
proceeded. 

During 1958 and 1954, this idea was dis- 
cussed at the level of Psychiatric Services 
Branch administration but no firm plans 
were made. The developing plan received 
much encouragement from Technical Re- 
port No. 73, published by the World 
Health Organization, WHO, which sug- 
gested small hospitals at the community 
level. It was discussed in 1954 with Dr. 
Ralph Chambers of the A. P. A. Central 
Inspection Board and with Dr. Paul Bay 
of the Topeka State Hospital. Both ex- 
pressed approval, in principle, and made 
helpful suggestions. 

When in January, 1955, I left the Pro- 
vincial Mental Hospital Service to become 
professor of psychiatry at the University of 
Saskatchewan, Dr. F. S. Lawson, formerly 
superintendent at the Saskatchewan Hos- 
pital at North Battleford, became director 
of psychiatric services. He then proceeded 
to draw up detailed plans for the regional 
units. He has since further developed this 
program and led the efforts to convince the 
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appropriate government departments of the 
value of the scheme. 

The proposal for small community psy- 
chiatric hospitals was supported by the 
Canadian Mental Health Association, a na- 
tional citizens’ mental health group centred 
in Toronto but having provincial divisions, 
Its committee on psychiatric services under 
Dr. James Tyhurst, now professor of psy- 
chiatry at the University of British Colum- 
bia, studied the Saskatchewan Plan in 1955. 
This committee, with Dr. Lawson as one of 
the members, has since worked out many of 
the community implications of such a pro- 
gram. 

In October, 1956, Dr. Lawson presented 
the plan to the A.P.A. Mental Health In- 
stitute in Denver. A report of this appeared 
in the March, 1957, issue of Mental Hos- 
pitals. Also, late in 1956, this program, as 
outlined by the Canadian Mental Health 
Association, was considered by the Advisory 
Committee on Mental Health to the Min- 
ister of National Health in Ottawa. This 
group includes all the provincial mental 
health commissioners and several professors 
of psychiatry. At first it gave the Plan a 
mixed reception, but at the most recent 
meeting of this body in January, 1959, there 
was a general agreement on the advantages 
of regional psychiatric services. Several 
other provinces are experimenting with 
variations of regional care; some, like Nova 
Scotia, have had decentralized services for 
many years. During February, 1959, the 
Ontario Department of Health announced 
a plan to set up 300-bed hospitals as part of 
a new regional program of psychiatric care, 

As it now stands, the Saskatchewan Plan 

makes provision for 150- to 300-bed units 


in the health regions of Swift Current, York- 


ton and Prince Albert, along with similar- 
sized units in the metropolitan areas of 
Regina and Saskatoon. Depending on what 
was learned from these, further units could 
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be built at Melfort, Wadena and Moosomin, 
Since existing buildings at Weyburn and 
North Battleford cannot be discarded, it is 
recommended that these be remodeled and 
Set up as regional hospitals, each to serve 
four adjacent health regions. 

Several crucial questions arise from such 
a scheme. The final answers to many of 
these must await a pilot project. However, 
here are some of the more thorny problems 
and our thoughts about them. 


STAFF 


The most frequent question is whether staff 
would go to such small centres as Swift Cur- 
rent (population 6,000), Yorkton and other 
Places of similar size. Four or five psychi- 
atrists would be needed at each, plus psy- 


chiatric nurses, social workers and psychol- — 


ogists. We think the answer is “yes.” Staff 
have always been available when the pro- 
gram was challenging enough and the pay 
adequate. Saskatchewan now has a well- 
developed and highly successful program 
for training psychiatric nurses. Under the 
proposed scheme, the provincial Psychiatric 
Services Branch would hire the medical, 
social work and psychological staff. These 
would have Civil Service status, being sec- 
onded to local hospitals under contract 
arrangement. 


GENERAL PRACTITIONERS 


Since, by the plan, much of the care of the 
psychotic will be in the community, the 
family doctor’s role becomes more impor- 
tant. Will he relish this responsibility? 
Will it be sufficiently attractive financially? 
These are key questions. In anticipation 
of the day when the family doctor “does” 
more psychiatry, we are now teaching medi- 
cal students in Saskatoon how to look after 
Most psychiatric illnesses, emphasizing the 
need for collaboration with psychiatrists. 


So DOTOS 


As an experiment we have had, since 1951, 
a practitioner attached to the Department 
of Psychiatry in the University Hospital, 
treating his own psychiatric patients and 
teaching medical students, This has worked 
well, not only for the practitioner and the 
patients but also for the unit. A close liai- 
son with the College of General Practice of 
Canada has been established to keep that 
group informed and to develop graduate 
training programs for general practitioners 
in psychiatry. 


COST 


Obviously the cost of giving general hos- 
pital standard care to mental hospital pa- 
tients will be high. Sixteen dollars per day 
care will replace the four dollar variety. 
Since the plan will start gradually and since 
we hope its expense will be shared by pro- 
vincial and federal governments, we believe 
the final financial burden will eventually 
be no greater for anyone. The results in the 
better standard of care for the mentally sick 
should make any cost increase worth-while. 
The number of beds ultimately needed 
should be less than now. ‘Total capital 
costs under the plan will be shared between 
the provincial and federal governments. No 
accurate capital estimate is now possible, 
but it could be $12,000,000. Operating 
Costs might be more than double. 


AGED AND CHRONIC 


Can psychotic old people be returned to the 
community rather than, as now, sent to the 
mental hospital to die? Will the proposed 
small units choke up with seniles and aged 
arteriosclerotics? These are frequent que- 
ties. Like Cozin of Oxford, we have tried 
Out home care for the aged, aimed at en- 
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abling the old psychotic to go back to the 
community. More boarding homes and 
suitable nursing homes will be needed, plus 
a better integration of community effort. 
We believe that this plan could provide a 
better approach to the present senile 
problem. 

What are the prospects for chronic pa- 
tients now in provincial hospitals? Where 
will they go in the new program and what 
will become of others still to be admitted? 
We think that many of the chronic long- 
stay mental hospital patients result from 
our present custodial system and that a 
return to the community with good re- 
habilitation will make unnecessary new ac- 
cumulation of long-stay hospital patients. 


SUMMARY 


This paper presents the efforts of one area— 
the Province of Saskatchewan—to meet the 
problem of planning better psychiatric care, 
The specific difficulties are huge, isolated, 
overcrowded, stigma-ridden mental hospi- 
tals with a large number of long-stay pa- 
tients. The Saskatchewan Plan would re- 
place all mental hospitals by 150- to 300-bed 
regional psychiatric units attached to gen- 
eral hospital. It would integrate there with 
the regional psychiatric, public health, hos- 
pital and general practitioner services. The 
focus is on rehabilitation and integrated 
community care. 

The plan is ready for trial as soon as the 
necessary funds become available. Only 
experience can provide the answers to the 
questions of adequacy, cost, public accept- 
ance and the effect on long-term patient 
problems. We expect to have some of 
these answers soon. 


LEIF J. BRAATEN, Px.D. 


The main themes 
from 


The philosophical movement loosely desig- 
nated as “existentialism” has recently been 
received with renewed interest by serious 
thinkers in psychology, psychiatry, and the- 
ology. Schaffner (12) describes this trend 
as follows: 
“,,.« the existentialists performed a valuable serv- 
ice in starting to free contemporary thinkers from 
the shackles of philosophic, ethical, and religious 
systems that were keeping scientists and laymen 
alike from seeing man more clearly and more 


Another sign of such an interest is that 
the American Psychological Association in- 
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of “existentialism” 
the viewpoint of a 
psychotherapist 


corporated a symposium entitled “Existen- 
tial Psychology and Psychotherapy” into 
its 1959 annual conference. 

The writer has read a great number of 
published books and articles on this sub- 
ject. The interested reader is referred to 
some of the more significant contributions 
(1, 2, 3, 4, 6, 7, 10, 11, 13). Nowhere, how- 
ever, was there available a systematic survey 
of the main themes of “existentialism.” The 
present paper is an attempt to provide such 
a survey and relate the themes to the clini- 
cal experience of a psychotherapist. 

Several attempts were made to abstract 
these main themes. The list which is pre 
sented here is the last one, and it is open 
for further revision. Each theme is stated 
in terms of a brief, freshly formulated mes- 
sage. Then the theme is paraphrased and 
related to “existentialist” writing. This sec- 
tion is followed by some selected comments 
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and reactions from the viewpoint of psycho- 
therapy. 


THE MAIN THEMES OF 
“EXISTENTIALISM” AND 
PSYCHOTHERAPY 


Man, You are Free; Define Yourself 


Nobody has perhaps been a more vigorous 
advocate for the roads of freedom than 
Sartre (11). He is constantly puncturing all 
alibis of unfreedom which man has invented 
such as heredity, environment, upbringing 
and the current culture. He claims that you 
are only what you make of yourself. In 
other words, man has to invent man. This 
is man’s greatest achievement in life. Just 
as there are endless vistas ahead in space, 
there are many unexplored ways of becom- 
ing more genuinely “human.” Within the 
psychological profession, Gardner Murphy 
has recently explored “human potentiali- 
ties.” 

The experience of feeling free necessarily 
involves some anxiety or trembling, but 
this is a driving force in seeking out the 
new possibilities. Every new venture of the 
human spirit implies a certain loneliness in 
the process of exploring and groping into 
the unknown. 

From the external frame of reference, the 
scientist (9) believes that under certain con- 
ditions, such as the therapist's congruence 
in the relationship, his empathic under- 
standing, and his unconditional positive 
regard, the client will display movement 
along particular dimensions of personality 
change. On the other hand, it seems that 
Psychotherapy would be inconceivable with- 
out some subjective experience of freedom 
to choose on the part of the client. . 

The essence of therapy is the client’s 
Movement from feeling unfree and con- 
trolled by others toward the frightening but 
Tewarding sense of freedom to map out and 
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choose his new personality. When he, for 
once, has realized that it is possible to break 
away from old patterns, his appetite for 
creative newness increases progressively. It 
is a challenge to the therapist to become 
especially sensitive to the client's struggle 
for a more satisfying self-definition. In so 
doing, the therapist must alert himself to 
the client’s readiness for freedom which 
varies considerably along the therapeutic 
process for each client, as well as between 
clients. 


Cultivate Your Own Individuality 


Several “existentialists” have been strong in- 
dividualists. Nietzsche once made this fa- 
mous statement: “Be a man and do not 
follow me—but yourself.” One is advised 
to develop whatever is unique and special 
about oneself. Only in this way can man- 
kind show progress. Every human being is 
challenged to cultivate what is special about 
himself, whether this involves becoming 
creative with ideas or objects. We all have 
to find out what is particularly satisfying 
for ourselves. 

One of the greatest individualists of all 
times was Kierkegaard. He wanted the 
following inscription on his gravestone: 
“That Individual.” Among psychologists, 
Jung (5) is convinced that the client would 
like to be understood in all his separateness, 
rather than as the average person. An ex- 
perienced therapist knows that many clients 
are quite obsessed with a need to be under- 
stood accurately. Nothing but a full under- 
standing will suffice. 

The writer has some research evidence to 
the effect that an increased emphasis upon 
this private, inner self is positively and sig- 
nificantly correlated with one dimension of 
“success” in psychotherapy: namely, the 
mental health rating by the TAT-diagnos- 
tician. Heidegger calls this inner self Eigen- . 


welt. According to Rollo May, et al. (7), 
Freud taught us much about the average, 
dynamic human being; Fromm, Horney, 
and Sullivan enlightened us on the inter- 
personal aspects of the person; yet there is 
still much to learn about how to facilitate 
man’s relations with his own unique self. 


Live in Dialogue with Your Fellow Man 


The “existentialists” believe that there are 
some qualities of being which can only be 
distinctly developed in relation to another 
person. In other words, you are dependent 
upon your fellow man for certain excep- 
tional experiences. Buber (2) has devoted 
a lifetime to spell out the characteristics 
of a genuine meeting of two human beings, 
in which each person brings about signifi- 
cant change in the field of the other. The 
proper focus to discover what is particularly 
human is, according to him, between man 
and man. 

Such a life in dialogue requires an open 
awareness, and occasionally a human en- 
counter will shake one’s foundations as a 
person. But the recommendation is rather 
to make a difference in the field of your 
fellow man than to be ignored, even if the 
meeting may temporarily be disturbing for 
both. During a recent convocation address 
at the University of Chicago, Dr. Joshua 
Taylor made this recommendation to a new 
group of academicians. We were urged to 
take a stand in society, to participate in the 
community, and to let our knowledge make 
a real difference in our dealings with other 
individuals. 

The psychotherapist is more challenged 
than many other professionals to live in dia- 
logue with his fellow man. The very es- 
sence of therapy is a person-to-person meet- 
ing. Once the therapist has learned to ap- 
preciate the anxieties and the rewards of 
helping the client to develop a truer self, 
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he is missing the experience of such a rela- 
tionship when he periodically is not active 
in the performance of therapy. Part of this 
feeling is that his need to be helpful toward 
others is frustrated, but, more importantly, 
the therapist is deprived of enjoying a cer- 
tain quality of emotional coexistence. He 
cannot be some important mode of himself 
outside a deep relationship to another 
human being. 

This mutual dependency is even more 
significant from the client’s point of view. 
The client can only develop certain human 
qualities, such as trust and understanding, 
to the extent that the therapist is able to 
demonstrate these qualities in action. 
Therefore the ambitious therapist is con- 
stantly trying to push the limits of freedom 
and safety within the relationship. Thus 
he becomes less and less limited by his own 
attitudes in his desire to help others. 

If you are going to live successfully in di- 
alogue with your fellow man, it is essential 
that you learn to recognize the true “bound- 
aries” between yourself and the other per- 
son. We are not surprised that children 
often operate as if other persons—the par- 
ents, siblings, etc.—form a part of their ex- 
tended self. But it is shocking to realize 
how difficult it is even for adults to act as 
if both they and others are free centers of 
subjectivity rather than ego-extensions to 
manipulate. 

Through the help of therapy, the client 
ceases to expect specific reactions to stimuli 
he emits toward others. Instead, he learns 
to accept the more modest goal of just 
making some difference to his fellow men 
in a broader sense. The client realizes that 
he can only take responsibility for his part 
of a relationship. What the other person 
does with it, he can only decide. Similarly, 
the therapist should be judged by how well 
he can provide optimal growth conditions 
for the client. Ultimately, it is up to the 
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client to decide whether he wants to make 
use of the therapeutic relationship. One 
implication of this principle is that the 
therapist should not always be held respon- 
sible if significant personality change does 
not take place. 


Your Own Experiencing 
Is the Highest Authority 


The “existentialists” urge you to live your 
own life, to become sensitive to important 
happenings in your own existence, particu- 
larly choices at significant crossroads. Your 
own experiencing is your best guide. This 
greatly limits what you can learn from 
others because they have to interpret their 
experience. Therefore, you cannot trust, 
fully, even the wisest men; they can only 
provide you with stimulation. You can 
receive their impact, but you should never 
forget that your own uniqueness necessarily 
will color your interpretations. Binswanger 
has much to say about the importance of 
discovering one’s Eigenwelt. If this devel- 
opment does not take place, a person will 
never achieve a real sense of his own ex- 
istence; he will not develop toward an au 
thentic human being. 

Within the client-centered group, no- 
body has been a more vigorous advocate for 
the “function of experiencing” than Gend- 
lin. His thesis is that therapy is “success- 
ful” to the extent that the client is helped 
to become open and sensitive to his ever 
ongoing stream of experiencing. If a per- 
son is completely aware of his experience, 
he will tend to make the most intelligent 
and satisfying choices in life. 

Rogers has also emphasized experiencing 
as the ultimate guide for human existence. 
He says: “No one else’s ideas, and none of 
my own ideas, are as authoritative as my 
experience. It is to experience that I must 
return again and again, to discover a closer 
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approximation to truth as it is in the proc- 
ess of becoming, in me.” A declaration of 
a similar nature, which is even more mean- 
ingful to me, runs as follows: 
“Neither the Christian church nor the priests— 
neither Freud nor Rogers—neither the revelations 


of others nor research—can take precedence over 
my own direct experience.” 


Such an approach toward life will neces- 
sarily involve some conflict with other peo- 
ple. But if a person is fully open to his 
experience, he will consider all the relevant 
factors and decide when it is appropriate to 
yield or take a fight. One such factor will 
be the other person’s right to be guided by 
his experience. 


Be Fully Present in the 
Immediacy of the Moment 


“Existentialism” is focused upon the indi- 
vidual’s existence from moment to moment. 
The past is not so important; it is what you 
are right now. Jaspers once exclaimed: 
“What we are missing of full human pres- 
ence!” Rollo May has pointed out that in 
therapy and life in general there are so- 
called “pregnant moments,” occasions when 
a radical change can take place in a person’s 
existence. Many “existentialists” show an 
awesome respect for the significance of cer- 
tain emerging developments. Tillich (13) 
has coined the'word kairos for the moment 
when “eternity touches time,” when some 
critical fulfillment can occur. 

The writer found in his doctoral research 
that the more “successful” the client was, 
seen by both the therapist and the TAT- 
diagnostician, the more likely it was that he 
showed a movement toward greater empha- 
sis upon an immediate, emotional experi- 
encing of the self. In other words, “success- 
ful” clients tend to become mofe truly open 
to their existence right there and then 
within the therapeutic relationship. Rogers 
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believes that the essence of therapy is that 
the client is experiencing such deep mo- 
ments of integration’ of the self. These 
Moments he considers the real “molecules 
of therapy.” 

There are critical points during the treat- 
ment process when the therapist's wisdom 
and skills are particularly called for, when 
what he is as a total person determines 
whether the client is given a chance for a 
spurt of growth or quits, when therapy is 
immensely speeded up or temporarily upset. 
Sometimes the client may go through such 
critical moments more quietly. At other 
times he may experience fully for the first 
time certain denied aspects of himself dra- 
matically. This intensive experiencing may 
give the client what the psychoanalysts call 
“abreaction” which implies that the denied 


material will never any more have the same, 


threatening character. 


There is No Truth Except in Action 


The “existentialist” is disgusted with think- 
ing which is not reflected in action. He 
feels that a small action is often more sig- 
nificant than a thousand words. Sartre 
argues that “existentialism” implies that 
you are willing to accept the full conse- 
quences of your Viewpoints. There must 
be congruence between belief and action, 
There is an emphasis upon. commitment: 
that is, to be an aware Participant in society 


ingly we find that several “existentialists” 
have been very concerned about the predica- 
ment of man. They have been uncompro- 
mising in their criticism of depersonaliza- 
tion in our mass culture, 

The relevance of this message for psycho- 
therapy is that the therapist must not only 
experience the proper conditions for con- 
structive personality change within him- 
self; he must actively communicate these 
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attitudes to the client so that they make 
some perceived difference in his field, 
Frieda Fromm-Reichmann has eloquently 
stated this rule in psychotherapy: “What 
the patient needs is an experience, not an 
explanation!” It is more important what 


the therapist is able to be and do than what ; 


he just says. One implication of this prin: 
ciple is that the therapist must not try to 
be somebody he is not. Pretense is detri- 
mental to good therapy. The client often 
Senses, at some level within himself, to what 
extent the therapist strikes him as an au- 
thentic person. A basic requirement for 
Progress in treatment is that the therapist 
is able to transparently be himself, that 
there is congruence between his inner 
awareness and his actions, 


You Can Transcend Yourself in Spurts 


Although modern “existentialists” acknowl- 
edge some historical roots, they believe that 
it is possible, even characteristic, for the 
authentic man to throw off the burden of 
the past and transcend his old self. Ac- 
cording to their position, a person’s devel- 
opment cannot always be accounted for by 
a gradual, stepwise evolution. In Sartre’s 
“existential psychoanalysis” the therapist 
tries to help the client perform significant 
choices which will make him rise above old, 
unsatisfying patterns of behavior. 

„The transcending of oneself is naturally 
more characteristic late in “successful” ther- 
apy than earlier in the treatment. During 
the beginning of therapy, the client feels 
very much chained to his past; he moves 
around, psychologically speaking, only with 
the greatest efforts. But as treatment pro- 
8resses, the client becomes quite excited by 
planning a truer, more satisfying self. He 
feels dissatisfied by merely repeating old 
“personal constructs,” 

The client feels Jess compelled to appear 


consistent over time. There is a keen en- 
joyment in experimenting with oneself. A 
high value is placed upon surprising one- 
self as well as others. It even happens that 
a client feels free to throw overboard a 
whole old set of rules and assumptions and 
replace them with something radically new 
and different. 


Live Your Potentialities Creatively 


When Nietzsche wrote about Ubermensch, 
he had in mind a person who is creatively 
actualizing himself, an individual who re- 
fuses to be bound by his past, somebody 
who, rather, is a continuous process of be- 
coming. With the expression “will to 
power” Nietzsche was referring to the indi- 
vidual’s power for self-fulfillment, not to 
his desire to dominate his fellow man. He 
wanted everybody to push toward his own 
unique potentials. 

This creative approach toward oneself 
and different subject matters implies a cer- 
tain distrust of the past as the source of 
understanding and inspiration for future 
development. For the creative person, the 
past holds only a small part of his atten- 
tion. He is rather preoccupied with the 
present and the future and assumes that 
there are infinite areas of human endeavor 
yet to be explored. He takes it for granted 
that he can change and develop. 

Toward the end of “successful” therapy 
the client does not feel fixated by his past 
conditioning, abilities, and interests. He 
knows that the challenge is to grow beyond 
himself. Areas where his potentials are best 
tend to be selected for further improvement. 
A playful spontaneity is characteristic of his 
behavior. He is toying with ideas and ma- 
terials. New combinations are tried out. 
As therapy progresses, the client is groping 
for fresh expressions which more accurately 
reflect significant experiencing. He is be- 
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coming fond of his Eigenwelt regardless of 
recognition from others. He is joyfully 
pushing toward the frontiers of his own tal- 
ents for living and self-expression. 


In Choosing Yourself You Choose Man 


Existentialism has often been accused of 
leading to moral nihilism. Such critics 
argue that there would be no two sets of 
values which would be similar in important 
respects when everybody is challenged to 
define himself. According to Sartre, this 
line of reasoning is unjustified because in 
choosing for yourself you are also choosing 
for mankind, When you are planning some 
course of action, you would always have to 
ask yourself: “What would our society be 
like if everybody did like me?” In other 
words, the existentialists strongly emphasize 
man’s responsibility toward his fellow man. 
One of the heroes of Camus is going 
through agonies because he was not given 
a second chance to save a woman whom he 
saw commit suicide. An implicit assump- 
tion in this theme is a belief in the basic 
unity of man, a feeling that we are all faced 
with the same task of having to learn to 
live constructively with ourselves and other 
people. i 

In theories of therapy and personality, 
some lean toward a conception of man as 
basically evil, destructive, and sinful, while 
others think they have observed that man is 
rather good, sociable, and forward-moving. 
Freud and many of his followers seem to 
belong to the first group, and so do many 
theological thinkers on pastoral counseling. 
Mowrer seems to fall into the second group, 
emphasizing what he has called the “pleas- 
ure of consciousness,” that man often finds 
pleasure in doing what would be construc- 
tive for all men. Rogers is certainly closer 
to Mowrer than Freud; he has observed 
that human nature is basically self-actual- 
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izing and good. As I understand him, this 
does not mean that Rogers denies man’s 
freedom to choose between good and evil; 
rather it means that when man becomes 
more “fully functioning,” he tends to make 
socially constructive choices because this 
tendency is part of his basic nature. 


You Must Learn to Accept 
Certain Limits in Life 


Earlier in this Paper much was said about 
man’s capacity to transcend himself crea- 
tively. This does not mean that there are 
no limits to self-actualization, The “existen- 
tialists” feel that contemporary man has to 
be reminded that he shows a little more 
imagination in the way he defines himself, 
On the other hand, the “existentialists” are 
certainly also very concerned about limits 
in our existence, especially the ultimate 
limit—death. In European “existential- 
ism” the concern with death is central, 

It has often been said that being in the 
world can only be fully grasped in relation 
to not being. Since the Opportunity to com- 
mit Suicide exists for every human being, 
great importance is attached to an active 


treatment. 
view there is a certain limit to how much 
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responsibility he is willing to assume, how 
much time he can offer his client, and how 
much affection and aggression he can tol- 
erate. It is important for the therapist to 
be aware of his limits at all times and be. 
have accordingly. He must also strive to 
push his own limits farther, 

From the client’s viewpoint it is often one 
of his most significant achievements that he 
learns gracefully to accept certain limits of 
reality both within and outside the thera- 
peutic relationship. Sometimes his whole 
emphasis, then, changes toward becoming 
more concerned about what he can do 
within the limits of the therapy hour, his 
level of intelligence, his present marriage 
situation, etc. 


SUMMARY AND PERSPECTIVES 


In this paper the writer has endeavored to 
discuss the main themes of “existentialism” 
from the viewpoint of a psychotherapist. 
Since no systematic survey of “existential- 
ism” seemed feasible for our topic, an at- 
tempt was made to arrive at a fresh list of 
the most important “existentialist” themes. 
Each theme was then presented and dis- 
cussed in relation to selected issues of psy- 
chotherapy. 

Our tentative list of the main “existen- 
tialist” themes includes; (1) Man, you are 
free, define yourself; (2) Cultivate your own 
individuality; (8) Live in dialogue with 
your fellow man; (4) Your own experiencing 
is the highest authority; 5) Be fully present 
in the immediacy of the moment; (6) There 
is no truth except in action; (7) You can 
transcend yourself in spurts; (8) Live your 
potentialities creatively; (9) In choosing 
yourself, you choose man, and (10) You 
must learn to accept certain limits in life. 

It is the conviction of the writer that the 
“existentialists” have an important message 


to communicate to modern man in general 
and the psychotherapist in particular. The 
stimulation from this movement may also 
open up new, fresh perspectives for the sci- 
entific investigation of psychotherapy and 
personality change. 
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OLIVE M. STONE, Pu.D. 


The three worlds of 


Many mental patients in large hospitals 
cease striving to relearn how to live on their 
own in the community. They become in- 
stitutionalized, well-adjusted to hospital 
roles. Why and how does this change from 
being ill to becoming chronically desocial- 
ized take place? The answer lies, in part, 
in the nature and course of mental illnesses. 
In this report some evidence is adduced 
that hospital expectations and requirements 
contribute to the _ institutionalization 
process. 

From the plethora of reports on large 
mental hospitals of the last few years, it 
seems safe to place the benign but pater- 
nalistic ward analyzed in this report midway 
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the back ward 


between the traditional “snakepit” type of 
setting of the past and the open “thera- 
peutic community” of the present and fu- 
ture. As a type, one might say the back 
ward has all but disappeared in smaller 
mental hospitals where the ratio of staff to 
patients has been an enabling factor in 
more flexible operation and. experimenta- 
tion. It is still the prototype ward of the 
vast network of state hospitals over the na- 
tion. But even if it were only a vestige of 
the past, an analysis of its organizational 
patterns and dynamics would be germane 
to reorganization goals and planning. Be- 
fore we can effectively change to a new pro- 
gram, we must with some accuracy under- 
stand what kind we are changing from. 


SOCIAL SYSTEM OF A BACK WARD 


In a social anthropological study of a se- 
lected chronic ward in a large state hospital 
in California in 1958-1959, two character- 


j 
E 


| 


Y 

-istics of the hospital as a whole were found 
to complicate the organizational dynamics 

ie the ward. Responsibility for the cure 
and care of patients was seen to be unshared 

or undershared by other institutions in the 

"community. Furthermore, the heaviness of 

‘the responsibility was not mitigated by a 
commensurate freedom to devise workable 
means of discharging it. In the second 
place, the irreversible trend today toward 
‘specialization of function was found not to 

be matched by comparably forceful co- 

Er: methods. This is said in the 

ace of such extraordinary innovative ap- 
A as that of the therapeutic com- 

ity, an approach with strong if initial 
“evidence in the hospital studied. 

The chronic ward reported here was seen 
‘of consisting of three distinct worlds: of pa- 
tients, ward staff, and professional-adminis- 
trative staff. Separated by invisible but ef- 
fective status curtains, the populations of 
‘the three worlds had their own images of 
mental health and hospitalization. Each 

up had its formalized way of perform- 

‘ing, its expected and expectable behavior. 
_ The researcher’s task was to discover the ex- 

_ tent to which the three systems of doing had 
| also become systems of believing. Did the 

People in each world like and accept the 

Patterned ways or did they want to change 

‘them? To answer this question it was nec- 

may to notice ideological as well as social 


“Inthe separate but intersecting worlds of 
4 ward like the one observed, patients and 
Ward staff are physically near, face to face, 
day and night, but socially distant by virtue 
Of a line of authority which they do not 
ke over except in conventional ways. Pa- 
. cross as supplicants; staff, as paternal- 
' custodians, This is the customary, 
ious mode. 
ard staff and nonresident professional 
istrative staff are less close to each 
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other spatially than are ward staff and pa- - 
tients. They also tend to be more distant 
in class origin. Furthermore, there are 
communication barriers between them— 
technical language, separate staff meetings, 
and separate written records. 


THE PATIENT'S WORLD 

ON THE BACK WARD 

Long before the patient reaches the back 
ward, he has set his foot on the path that 
leads there. It is beyond our province to 
trace the full concourse of routes, but we 
want to mention some hospital factors that 
influence the patient’s chances of moving 
toward recovery or regressing toward chron- 
icity. By-passing prehospital experiences, 
many of which have been traumatic, we 
start with admission. 

Technicians in fresh white uniforms 
carry out the admission procedures expedi- 
tiously and with as much consideration as 
there is time and insight for. But there is 
no way to prevent the “stripping process” 
(5, 6) from depersonalizing patients, no way 
to keep photographing and fingerprinting 
and the mass movement from one room to 
another and from one checkup to the next, 
from furthering the loss of identity. 

Two withdrawn young women, during 
one observed group admission, were trying 
desperately to make their ill-fitting hospital 
garments gain some harmony. They de- 
cided to exchange robes in order to achieve 
a better match with slippers, a procedure 
which seemed so important to them that 
they made three efforts to complete it in 
spite of being rushed along by technicians 
too busy to observe their great investment 
in the effort. One patient then asked where 
she was and tried hard to grasp the meaning 
of the answer: “mental hospital.” The 
other timidly asked, somewhat later, to ex- 
change her too-short socks but received a 
rebuff for coming behind the counter and 
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sat dejected, head lowered, until summoned 
for her next test. A third patient kept up 
a light banter of wisecracking throughout 
admission to show, in her words, that she 
was “not mental.” A fourth had maintained 
the dignity of her well-groomed, upper-class 
identity, walking with assurance until con- 
fronted with signing her fingerprinted iden- 
tification. Here she burst out indignantly, 
“In case we try to run away!” Immediately 
her ankles crumbled beneath her and re- 
fused to bear her weight, no matter how she 
tried. These patients were among many 
who looked at themselves and at each other 
during admission. Who were they? Were 
they sick people or were they bad? Were 
they capable of getting well or were they 
failures who could never succeed in 
anything? 

Anywhere from 1 to 18 or 20 transfers 
after admission, the patients in our pilot 
study had ended up on the back ward. As 
we talked to them from 5 to 10 or more 
years after admission, what was their self- 
image? And what was their conception of 
the hospital? One patient spoke of having 
learned through her many transfers that it 
paid to stay on her toes. It was very im- 
portant, she pointed out, to please everyone 
and to get along. Otherwise, she would be 
sent for further shock therapy. She really 
likes to please people, she added uneasily. 
Another patient said she would like to get 
out of the hospital, but when she had asked 
about timing she had been told, “It’s up to 
you.” She watches carefully not to make 
mistakes and hopes some day she will catch 
on to what she lacks. Still another patient 
always refers to herself as a “ward of the 
state” and voices the opinion that special 
favors should be shown to those of them 
who are wards and who work diligently for 
the state. 

These are some of the images. What are 
the typical events? 
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A highly routinized life is, for the most 
part, carried out in mass with assembly-line 
precision. At 6:00 A.M. a technician de- 
posits bundle sticks—to which clothes are 
tied—on the foot of each bed, and the 
morning flow between the dormitory and 
toilet and lavatory begins. As smoothly as 
a well-rehearsed drill, beds are emptied; 
patients dress or are dressed; and the group 
quietly assembles to await breakfast. When 
the steam table arrives, those patients who 
are kitchen helpers join staff in dishing out 
the food and ushering the tidy eaters into 
one room and the messy ones into another, 
all of them silent by regulation. House- 
hold chores are next for those assigned, and 
then there is exit to the yard, weather 
permitting. 

One-fifth to one-fourth of the patient 
population has a range of activities on and 
off the ward. On some days there is occu- 
pational therapy; on others, recreation such 
as folk dancing. In the evenings there are 
movies and more active events. For the 
vast majority, however, the total span of 
action is within the confines of the ward. 
These ward-bound patients have television 
(a spectator relaxation) at night and a cig- 
arette or two during the day. So routinized 
has their program become that time takes 
on a boundless quality. Day flows into 
night and night into another day. There 
are no weeks or months or years. There is 
just timelessness and for some, a gradual 
sinking into nothingness, a vegetative 
existence. 

Looking about at the curled-up figures, 
some rolled into a ball in a corner on the 
floor until aroused by staff, the observer is 
not able to say whether the disease process 
or the institutionalization process, or both, 
produced the end results. The 11 most re- 
gressed patients are segregated for sleeping 
in a small dormitory where they can be 
awakened for toileting during the night 
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without disturbing others. These so-called 
“babies” of many ages comply quietly and 
docilely. In fact, rarely does anyone during 
day or night hours cause sufficient disturb- 
ance to be secluded. The tranquilizing 
drugs have played their part, and who can 
say what role has been played by the institu- 
tionalization process itself? Certainly the 
10 or 12 most active and “normal” patients, 
those on the list for all off-ward affairs, have 
learned well the expected decorum when 
outside on the grounds, They walk in 
measured rhythm, two-and-two, from ward 
to auditorium or other destination and back 
again. No sooner do they arrive on the 
ward after an evening outing than they liter- 
ally melt away into their sleeping quarters. 
A raised voice or undue pacing up and 
down will evoke rebuke. A fight or real 
altercation will lead to the loss of privileges 
and the comment by staff that it is to be 
hoped the offending patient will be in a 
better humor or on better behavior the next 
day. 

To sum up, patients on the back ward of 
the mental hospital—if we exclude terminal 
and preterminal cases—have some aware- 
ness of starting over—“being born again” 
some call it—in the hospital. But there are 
only hazy, bewildering notions of what ails 
them; what the hospital expects them to 
achieve in the long run; and what treatment 
plan is being used to facilitate their recov- 
ery. Psychosis is, to most of them, a situa- 
tion, a state of affairs which no one inter- 
prets except in terms of restricted move- 
ment, approved and disapproved behavior, 
unexplained medication, and unspecified 
goals. They try hard to please and to give 
no trouble, but they have no inner guides 
or explicit outer norms of what is pleasing 
(18). Pain and pleasure are related to good- 
ness and badness rather than to the attain- 
ment of medical goals. For example, a 
dietary regimen (forced feeding or a reduc- 
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ing diet) or shock therapy are not under- 
stood as medical prescriptions but as pun- 
ishment to be avoided through increased 
conformity to rules and routines. (See 2, 
p. 164) 


THE WARD STAFF'S WORLD 
ON THE BACK WARD 


In contrast to the majority of patients for 
whom the adaptive role is a passive one, 
ward staff is active almost without inter- 
ruption throughout an eight-hour shift. 
Their time is tightly scheduled, their activi- 
ties almost entirely prescribed. Innovation 
involves extra work and some risk. (See 
1; 8, pp. 300-301; 10; 7h.) 

Uniformly, technicians arrive ten min- 
utes before their shift begins. Each reads 
the nursing notes of the preceding shifts, 
signs in, and takes up allocated duties. The 
charge technician goes on ward rounds with 
the outgoing charge, checking the presence 
and general condition of patients, inven- 
torying the medicine cabinet, and reviewing 
the projected program for the shift. Other 
members of the staff proceed at once to their 
tasks. 

There are days and times of day for pa- 
tients’ baths, shampoos, manicures, letter 
writing, yard or porch exercise, etc., and, 
of course, the recurrent processes of super- 
vising or directing the patients’ eating, 
eliminating, sleeping, dressing and undress- 
ing. Escort is provided to patients sum- 
moned to medical staff or allowed to partici- 
pate in off-ward industrial, occupational, 
recreational, and religious events. There 
are also errands to run—collection of medi- 
cines, clothes, and other supplies. And in 
between there is the detailed bookkeeping 
in the form of census taking, nursing notes, 


report forms, and listing of patients’ pos- 
sessions with--entries.for discards and _ 
acquisitions} © 
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Pride and skill in job performance attach 
to good housekeeping, punctual and effi- 
cient discharge of duties, considerate care of 
patients and public. Performance is meas- 
ured in terms of orderliness or tidiness of 
surroundings, quiet and mannerly behavior 
of patients, and reliability in the following 
of rules and procedures. The system tends 
to reward standard performance by staff, 
impartiality toward patients, and the pres- 
ervation of kindly but formal relationships. 
The system also arouses guilt in those staff 
members who find themselves responding 
in spontaneous ways to patients who have 
singled them out for attention. 

There are, nevertheless, many personal 
adaptations which staff have applied to 
make the relationship with patients less 
impersonal. One technician, for example, 
Suggests to patients who beg for demon- 
stration of affection that they “blow kisses” 
to each other rather than embrace. Another 
uses grooming as a language of respect for 
the individuality of the patient, teaching 
the use of make-up and praising the care 
of clothes. Several technicians expressed 
regret that there was not more individual- 
izing of patients. Others had come to ac- 
cept, or had themselves set the pace for, 
mass treatment of patients, preferring not to 
single out individuals for any purpose other 
than medical care. 

Attitudinal variation among staff high- 
lights both the difficulty and the possibility 
of bending a fairly rigid system to the indi- 
vidual needs of patients and the individual 
propensities of staff. For example, the doc- 
tor one day found a catatonic patient de- 
hydrated and ordered bed rest and a fluid 
intake, Resisting other staff, this patient 
responded to the ministrations of a tech- 
nician whom she had come to trust and 
like at the time she first transferred to the 
ward. At that time the patient was mute 
and for months had surrendered responsi- 
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bility for dressing herself. Speaking tend- 
erly but firmly, the technician had said in 
effect, “Daisy, I am not doing this to be 
mean to you, but I want you to dress your- 
self. I may not always be around and you 
will need to learn to do this yourself.” The 
technician turned confidently away and 
when next she looked, the patient had com- 
plied. From then on she carried out, with- 
out resistance, anything this technician 
suggested. 

Some technicians feel caught in the ex- 
hausting demands and clinging inclinations 
of schizophrenics. The discomfort felt by 
being drawn into unprofessional favoritism 
or unprofessional closeness leads them to 
erect higher barriers between themselves 
and patients. They do not have the knack 
or flair possessed by others for improvising 
adult substitutes for demonstrative love. 
They think of the protections enjoyed by 
professional staff members who see patients 
only occasionally and then on very formal 
terms in an office. Not finding a solution 
midway between total parental roles and 
segmented professional roles, these tech- 
nicians settle upon a paternalistic pattern, 
doing things for patients while keeping 
complete control of what and when and how 
these things are done. 

To some extent the world of the ward 
staff is bounded by the 56 rules guiding the 
elaborate routines and anticipating the non- 
routine emergencies that may arise (12; 16). 
It is bounded also by the conceptions which , 
technicians bring to their job, or which are 
fostered on the job, with respect to mental 
illness and hospitalization. These concep- 
tions are in turn influenced by the techni- 
cian’s image of himself, A long-time em- 
ployee on the verge of retirement spoke of 
being “an old bughouse man” disturbed by 
all the new-fangled approaches to ward care 
of patients. A relatively new employee 
said quite candidly, “I’m not a ward girl. I 
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like bedside nursing.” Quite a few techni- 
cians enjoy housekeeping responsibilities 
because “that is a woman's world.” 

The wisdom of experience has taught 
many technicians to expect certain bizarre 
symptoms in patients’ behavior, but when 
they ask for or proffer interpretations, their 
contributions do not turn out to be useful 
for reasons unclear to them. In the absence 
of individualized treatment plans, the ward 
staff can only devise their own groupings 
on the basis of “danger” and “helplessness” 
and treat all in so far as is possible in the 
mass. 

In summary it may be said that the world 
of the ward staff on the back ward is a self- 
contained world with consensual values and 
actions which bind members together and 
provide rewarding experiences. Group re- 
sponse and recognition are accorded those 
who live up to the ideals of good caretaking 
and housekeeping and who do not wander 
outside the silken “status curtain” too often 
or too far afield. Respect and consideration 
characterize relationships with professional- 
administrative staff as they do those with 
patients. 


THE WORLD OF THE 
PROFESSIONAL-ADMINISTRATIVE 
STAFF ON THE BACK WARD 


The most obvious differences between ward 
staff and professional-administrative staff in 
their relation to the back ward are the in- 
frequency and nonresident nature of the 
latter’s contacts. Professional staff, although 
free to come on their own initiative, usually 
think of themselves as subject to call and 
for the most part wait until requests from 
patients, relatives of patients, Or ward staff 
reach them. Administrative supervisors 
make routine visits in an adjustment to the 
requirement that they exercise responsibil- 
ity for many more patients than they can 
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treat individually. Furthermore, profes- 
sionals are in very short supply, in the face 
of rising standards. Activity is largely on an 
ad hoc basis, sometimes in response to the 
squeaky wheel which cries out to be oiled. 
Administrative checkups are directed to- 
ward fulfillment of requirements more than 
toward the discernment of innovative and 
imaginative improvements on the status 
quo. 
The curtain between the» professional 
world and the nonprofessional is a curtain 
of technical training away from mass action 
and toward concentrated attention to indi- 
viduals, singly or in small groups. Because 
of heavy reliance on professional judgment 
and diagnostic thinking about individual 
patients, professionals have to overcome 
barriers of language and concepts in order 
to translate their diagnostic and treatment 
formulations for the use of ward staff. 

Often the very thing which professionals 
think they do best—arrive at professional 
decisions regarding individual patients—is 
abdicated to the nonprofessional staff be- 
cause the conventional diagnostic-prognos- 
tic formulation is not available at the criti- 
cal point when action must be taken. For 
instance, many a patient must be transferred 
to another ward to make room or for other 
nonpatient reasons. Sometimes the diag- 
nostic formulation has not been completed. 
If time is of the essence, the administrative 
psychiatrist is likely to turn to the nonpro- 
fessional staff for an educated guess as to 
what disposition to make. No one has 
measured the degree of success or failure 
of ward transfers based upon educated 
common sense compared to those based 
upon professional judgment. Under these 
circumstances, the curtain between profes- 
sionals and technicians may be seen by the 
latter as largely status separation rather 
than as a demarkation of specialized knowl- 
edge and authority. 
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If the professional staff acts upon an en: 
tirely different conception of psychosis and 
hospitalization than do patients and ward 
staff, how can this affect general hospital 
attitudes and outlook if professional opin- 
ion continues to be in such short supply? 
Out of guilt for not being more helpful to 
ward staff and more accessible to patients, 
professionals may draw their invisible cur- 
tain tighter and occupy themselves mainly 
with therapeutic procedures selected for 
their promise of success. One such enter- 
prise is a procedure required by the state 
department of mental hygiene, which has 
ordered that no patient be allowed to leave 
the hospital, even if he has one foot in the 
door, until his official diagnosis is in his 
medical record(11). It does not matter 
that such a formality will do the patient 
little good at that late date; it must be 
completed as a medical obligation.t 


SOCIAL SYSTEM OF THE 
HOSPITAL AS A WHOLE 


A few dimensions in the complex structure 
of the large hospital studied seem reason- 
ably clear. In examining them, we wanted 
mainly to see the relevant elements other 
than, and in addition to, formal organiza- 
tion, formal policy, formal communication 
channels, etc. 

The superintendent occupies the position 
of highest authority and influence in the 
hospital. But does he have as much power 
as he seems to possess? Few people have 
their decisions or their impending decisions 
challenged so frequently and from so many 
quarters as does he. He is questioned, cri- 


c] 


1 This will of course satisfy. the department’s need 
to account statistically for the distribution of the 
various APA categories of illness. See Belknap re: 
problems arising from incomplete records, (pp. 2, 
4-5) 


24 


ticized, and interrupted in his actions by 
the state legislature, the local courts, the 
state employees’ association, the merit sys- 
tem of the state, the state department of 
mental hygiene, national accrediting bodies 
for hospitals and for professional disci- 
plines, universities using the hospital as a 
laboratory or practicum, and by the press. 
He is also appealed to by patients, by the 
relatives of patients, by the general citizen 
or the public, by his own staff, and by 
dozens of high school seniors and college 
freshmen who decide to write papers on 
mental hygiene or mental illness. 

A hospital is a small society and as such 
it safeguards the value of justice and the 
value of individual difference (2, 15). And 
it devises a system for division of labor and 
for reintegrating the results of labor in the 
interest of the common good. Individual 
differences are fostered and rewarded 
through departmental programs and 
through a gradation of rights and responsi- 
bilities. But where status and financial 
differences are markedly unequal, there is 
a means of evening things up to some ex- 
tent through the American system of checks 
and balances. For example, the psychiatric 
technicians, while lowest on the hospital 
totem pole of prestige and income, are the 
most numerous and influential in the col- 
lective bargaining organization, the Cali- 
fornia State Employees’ Association. Indi- 
viduals who lack power singly thus acquire 
it collectively and enjoy its exercise in cer- 
tain specific ways. Still further down on 
the hospital totem pole are the patients. 
They are now beginning to express their 
ideas through patient councils, but formerly 
they and their relatives had as a recourse 
when they differed from official decisions— 
mainly the courts. The initiative in such 
cases is seized by the low man in the formal 
power structure. The same is true of the 
community which, until mobilized through 
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legislative bills or legislative hearings, plays 
a somewhat passive role. 

Outside pressures thus exert a counter- 
vailing influence (4) which enables low 
status groups to invert the formal power 
struture temporarily (2, 9). This ever-im- 
pending abridgment of control may help 
explain subtle shifts, from time to time, 
from the primary purpose of treatment to 
the secondary goals of safety and certainty. 

The force of these informal influences 
is toward the equalizing of opportunity. In 
net effect it causes the hospital to safeguard 
the principle of justice, often at the ex- 
pense of the principle of individuation. 
When so many policies and procedures are 
made to ensure like treatment for the many, 
there is danger of narrowing the chances to 
individualize the few. And to the extent to 
which hospital policy is standardized and 
prescribed in advance is the exercise of 
judgment in differentiating patients re- 
duced or eliminated. 


TOTALISM OF HOSPITAL CARE 


Patients leave general medical and surgical 
hospitals every day in varying stages of cure 
and with varying amounts of residual ill- 
ness. Usually they are not regarded as a 
source of danger to themselves and others. 
Furthermore, contagion, convalescence, se- 
vere handicap, chronicity, and invalidism 
are taken into account and planned for at 
the point of discharge by several community 
agencies, including public health services. 
As a matter of fact, with the growth of 
public health, the specialized services of 
Prevention and protection have been trans- 
ferred from the general hospital and lodged 
in the public health program. The mental 
hospital bears the burden of an unshared 
or undershared total responsibility.? 

The community has two major concerns 
with respect to illness. Out of sympathy 
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and conscience, it desires the restoration of 
the patient to as complete health and well- 
being as is possible. Out of fear and self- 
preservation, the community wants to make 
sure that the patient’s return from the hos- 
pital does not jeopardize others. 

This double obligation to patient and to 
community is brought into sharp focus in 
mental illness. The mental hospital is not 
permitted to fail. Furthermore, because of 
the legal aspects of both commitment and 
discharge it finds itself under constant sur- 
veillance. An observer can well get the 
impression that the hospital has had con- 
siderable initiative—if not autonomy— 
taken out of its hands. Few other social 
institutions are asked to shoulder such 
heavy responsibilities without the recom- 
pense of comparable prerogatives. 

The psychology of totalism undoubtedly 
plays a part in the uneasiness felt by the 
staff over giving special attention to a pa- 
tient unless the patient is bedridden or has 
some particular medical need. (See 15, p. 
306, “The Problem of the Special Case.”) 
It may also consciously or unconsciously 
foster good, conforming behavior through 
which patients seek satisfactions in institu- 
tional ways rather than through less pre- 
dictable interpersonal and social activities. 

The normal person has his work and 
much of his recreation separated from his 
living area and residential group. Not only 
are these three aspects of life under the same 
auspices in a mental hospital but, as Goff- 
man (6) points out, penalties may be levied 
against a patient in one area for infractions 
or inadequacies observed in another. Per- 
haps the “corporation wife” or family of a 
junior executive is no freer from surveil- 


2This is declining as local communities become 
more tolerant of mental impairment and assume 
more direct responsibility for rehabilitation and 
prevention. 
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lance and conformity pressures, but at least 
the employee can always quit his job, 
whereas the patient is deprived of such an 
alternative, 


SEPARATISM OF SPECIALTIES 


The modern mental hospital is ahead of its 
traditional predecessor in the amount and 
degree of highly specialized skill at its com- 
mand. But if specialism has erected com- 
munication barriers among staff or if the 
patient is given fragmented, isolated, and 
sometimes impersonal service, then we may 
well wonder if we should not return to the 
historical hospital’s pervasive moral climate 
of love and care (7, p. ix). 

How can the hospital steer between the 
overwhelming effects of totalism, on the one 
hand, and the isolative effects of specialism, 
on the other? The usual solution today is 
the team of “specialists” and the operating 
“generalists,” with the former introducing 
differences and the latter carrying continu- 
ity with the patient. But there is always 
strain in interdisciplinary cooperation (13; 
7g) and a team is not better than the in- 
tegrated product of its pooled contributions 
(78; 3; 14; 17). 


CONCLUSIONS REGARDING 
THE TWO SOCIAL SYSTEMS 


We concluded from our pilot study that 
both the social system of the back ward and 
the social system of the hospital as a whole 
were healthy and effective in many ways. 
They were, however, discerned to have 
drifted into or allowed themselves to be 
maneuvered by outside pressures into pro- 
viding institutional answers to a number of 
questions requiring the exercise of profes- 
sional judgment. Furthermore, some of 
these institutionalized patterns are ones 
under such continued reinforcement from 
outside attacks and corresponding inside 
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defense that changes from the status quo 
are resisted. On the other hand, there is 
mounting dissatisfaction, on the part of 
staff, with the rate of patient recovery, 
There is also strong evidence of a truly 
creative and inquiring approach to finding 
other solutions. 

The last thing an observer could possibly 
say of the large or small social systems re- 
ported is that they are not dynamic. And 
in systems where authority can be exercised 
rationally, change can take place in any 
desired direction once we identify what is 
wanted and what is possible within the so- 
cial constraints that exist in the system. 


REFERENCES 


1, Belknap, Ivan, Human Problems of a State Men- 
tal Hospital (New York: McGraw-Hill Book Co., 
Inc., 1956). 


2. Caudill, William, The Psychiatric Hospital as a 
Small Society (Cambridge, Mass.: Harvard Univer- 
sity Press, 1958). 


3. Devereaux, George, “The Social Structure of a 
Schizophrenic Ward and Its Therapeutic Fitness,” 
Journal of Clinical Psychopathology (now the 
Journal of Clinical and Experimental Psychopa- 
thology), 6(1944), 231-65; and “The Social System of 
the Hospital as a Factor in Total Therapy,” Ameri- 
can Journal of Orthopsychiatry, 19(July, 1949), 492- 
500. 


4. Galbraith, John Kenneth, American Capitalism: 
The Concept of Countervailing Power (Boston: 
Houghton-Mifflin Co., 1956). 


5. Garfinkel, Harold, “Conditions of Successful De: 
gradation Ceremonies,” American Journal of Sociol- 
ogy, 6l (March, 1956), 420-24. 


6. Goffman, Erving, On the Characteristics of Total 
Institutions (Washington, D. C.: Laboratory of 
Socio-Environmental Studies, National Institute of 
Mental Health, U. S. Department of Health, Educa- 
tion and Welfare). Mimeographed. Also appears 
in Proceedings of Symposium on Preventive and S0- 
cial Psychiatry (Washington, D. C.: Walter Reed 
Army Institute of Research, April 15-17, 1957). 


7. Greenblatt, Milton, Daniel J. Levinson and Rich- 
ard H. Williams, eds., The Patient and the Mental 


ee 


Hospital (Glencoe, Ill.: Free Press, 1957), with spe- 
cific citations from the following chapters: 


(A) Cumming, John and Elaine Cumming, “So- 
cial Equilibrium and Social Change in Large 
Mental Hospitals,” 49-72. 

(B) Jones, Maxwell and Robert Rapoport, “The 
Absorption of New Doctors into a Therapeutic 
Community,” 248-62. 

(C) Kraus, P. Stefan, “Ward Assignments and Pa- 
tient Movement in a Large Psychiatric Hospital,” 
472-78. 

(D) Parsons, Talcott, “The Mental Hospital as a 
Type of Organization,” 108-29. 

(E) Polansky, Norman A., Robert B. White and 
Stuart C. Miller, “Determinants of the Role-Image 
of the Patient in a Psychiatric Hospital,” 380—401. 
(F) Schwartz, Morris S., “What Is a Therapeutic 
Milieu?” 130-44. 

(G) Smith, Harvey L., “Professional Strains and 
the Hospital Context,” 9-13. 

(H) Will, Gwen Tudor, “Psychiatric Nursing Ad- 
ministration and Its Implications for Patient 
Care,” 237-47. 


8. Greenblatt, Milton, Richard H. York and Esther 
Lucile Brown, with the assistance of Robert W. 
Hyde, From Custodial to Therapeutic Patient Care 
in Mental Hospitals (New York: Russell Sage Foun- 
dation, 1955). 


9. Hunter, Floyd, Community Power Structure 
(Chapel Hill, N. C.: University of North Carolina 
Press, 1952), 


10. Hyde, Robert W., in collaboration with attend- 

ants at Boston Psychopathic Hospital, Experiencing 

e Patient’s Day (New York: G. P. Putnam’s Sons, 
55). 


ll. Patton State Hospital, “Patient Procedures: 
Leave and Discharge,” Administrative Memo #83; 
Revised July 1, 1958. 


Three worlds of the back ward 


STONE 


12. Patton State Hospital, Standing Rules for All 
Units. 


13. Progress in Orthopsychiatry: Selected Papers. 
Reprinted from American Journal of Orthopsychi- 
atry, 24(July, 1955), 445-542. 


14. Sheimo, S., J. Paynter and S. A. Szurek, “Prob- 
lems of Staff Interaction with Spontaneous Group 
Formation on a Children’s Psychiatric Ward,” 
American Journal of Orthopsychiatry, 19(October, 
1949), 599-611. 


15. Stanton, Alfred H. and Morris S. Schwartz, The 
Mental Hospital: A Study of Institutional Partici- 
pation in Psychiatric Illness and Treatment (New 
York: Basic Books, Inc., 1954). 


16. State of California, Department of Mental Hy- 
giene, Administrative Manual of Nursing Services, 
Revised June, 1957. 


17. Szurek, S. A., “The Dynamics of Staff Interac- 
tion in Hospital Psychiatric Treatment of Children,” 
American Journal of Orthopsychiatry 17(October, 
1947), 652-64. 


18. von Mering, Otto, and Stanley H. King, Re- 
motivating the Mental Patient (New York: Russell 


Sage, 1957). 


ACKNOWLEDGMENTS 


Generous co-operation on this study was given by 
the executive staff of the Patton State Hospital, Cali- 
fornia, and by the ward staff in the hospital unit 
selected for study. Sidney Wolverton, M. S. W., 
Chief of Social Service, and O. L. Gericke, M.D., 
Superintendent and Medical Director at Patton, fa- 
cilitated the project and provided administrative 
co-ordination. Robert S. Knowles, M. S. W. as- 
sisted in the research, and Joseph W. Eaton, Ph.D. 
was research consultant. 


Sa 


WILLIAM R. ROSENGREN, D.S.Sc. 


Status stress and role contradictions: 


Emergent professionalization in 


It is perhaps gratuitous to add to the al- 
ready large body of literature which de- 
scribes the sources and consequences of staff 
interaction and disorganization in psychi- 
atric institutions. It is now quite clear that 
neither the achievement of instrumental 
goals nor the tasks of system maintenance 
can be fully realized without an awareness 
of and adjustment to the informal patterns 
of an institutional setting. For as Schwartz1 
has pointed out: 


“If the various roles (in psychiatric settings) are 
structured so that they encourage or facilitate re- 
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2See Marvin L. Adland, discussing Schwartz’ paper, 
ibid., 497. 
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psychiatric hospitals 


sentments and lack of satisfactions among the 
lower echelon personnel . . . the very persistence 
of those roles in their present form might make it 
impossible for him (the administrator) to achieve 
certain ends.” 


The counter point of view, however, is also 
well-expressed by Adland? who has said: 
“If all the frills of the evening dress of the 
formal structure were clearly delineated, if all the 
dirty linen were exposed, if all the strivings and 
problems of roles and status were in focus, then 
the hospital would be dead. . . . what we forget 18 
that part of being human is knowing that there 
is anxiety, and that there are things we just don't 
know.” 


The purpose of this paper is to describe 
the status stresses and role contradictions 
which appear to underlie conflict between 
two sets of functionaries that are becoming 
increasingly associated in psychiatric hos- 
Pitals. Although the principles involved 
are not new, the impact of this special varia- 
tion of a common theme is great enough 
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upon the course of psychiatric treatment to 
justify this discussion. The patterns which 
are reported in this paper have not stemmed 
from the usual processes of social science 
research; there are no questionnaires to in- 
clude here; nor are statistics to be found. 
The remarks are made on the basis of the 
author’s experiences of two years of partici- 
pant observation in one such institution and 
many informal discussions and conversa- 
tions with the staff members of a half-dozen 
similar institutions. 

A number of studies of role conflict and 
status stress have focused either upon rela- 
tionships between two functionaries? or 
upon conflicts in expectations which im- 
pinge upon the encumbents of a single 
position. Several recent investigations 
have dealt with role relationships in men- 
tal hospitals and the effects that such social 
structures have upon the formal therapy 
goals of the institution.5 It is only in very 
recent years that psychiatric hospitals for 
children have begun to add social group 
workers to their residential staffs.® This 
paper describes the patterned status stresses 
and role contradictions which seem to be 
presently characteristic of the relationships 
between group workers and child care 
supervisory level personnel in such institu- 
tions. These new functionaries are ordi- 
narily located within the existing organiza- 
tional structure, most commonly within the 
department referred to as the “recreational 
department,” “child care,” “residential 
care,” and the like.? Such an innovation 
Tepresents a basic turning point for such 
institutions as regards means and ends. It 
is of particular interest, however, because 
of the possible indirect effects and conse- 
quences to which it might lead. As one con- 
Sequence of this kind of professional change, 
a number of patterned conflicts can, in 
Many instances, be expected to exist until 
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a later period of relative stability and equi- 
librium is achieved. 


THE TYPICAL SETTING 


Although there is great variation among 
residential psychiatric institutions for chil- 


LS 
3 See, for example, Gold, Ray, “Janitors Versus 
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dren, they share the fact of a division be- 
tween professional and nonprofessional 
therapy staffs. Under the heading of pro- 
fessionals may be found psychiatrists, pedi- 
atricians, clinical psychologists, psychiatric 
social workers, teachers, nurses and a variety 
of laboratory technicians. There frequently 
are, in addition, a large number of consult- 
ing professionals who serve the institution 
ina variety of ways, as needed. 

` The nonprofessional therapy staff is to 
be found in the child care departments and 
is charged with the task of daily direction 
of the patients’ round of life. Such depart- 
ments are ordinarily operated with the view 


_ that the children’s daily life experiences 


will constitute a contribution to therapeutic 
Progress, 

If the institution is not organized into a 
cottage system, the line workers in child 
care departments—that is the “guides,” 
“adult leaders,” and so forth—have tradi- 
tionally been relatively untrained young 
persons, usually with some previous experi- 
ence with children in either community 
clubs or in camp settings, The average 
tenure of this level of personnel is not often 
More than two years. This is, however, 
considerably longer than the tenure of psy- 
chiatric residents who carry the major bur- 
den of individual psychotherapy in such 
hospitals, a fact which is of importance in 
the patterning of informal relationships be- 
tween patients and staff. Located adminis- 
tratively over the line workers may be found 
a smaller group of nonprofessionals who 
bear the title of “recreation directors,” “su- 
pervisors,” and the like. 

These staff-level child care workers are, 
typically, somewhat older nonprofessional, 
some with college degrees in various disci- 
plines. They tend to have been with a 
single institution for a number of years. In 
one instance, for example, the shortest ten- 
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ure of a supervisor was five years and the | 
longest was over ten years. With the ex- 
ception of some maintenance personnel, 
supervisors often have, as a group, the long- 
est tenure of any set of functionaries in such 
institutions. | 

The formal organization and distribution 
of authority in these kinds of hospitals is 
seldom altered upon the introduction of | 
new functionaries. As a consequence, group 
workers tend to be placed initially either 
administratively above or below existing } 
positions, rather than constituting a sepa- 
tate department. The resultant stresses 
are somewhat different, depending upon 
the level at which the new personnel are 
located. This paper focuses upon those in- 
stances in which group workers occupy posi- 
tions administratively below supervisory 
staff. 


AREAS OF STRESS 
AND CONTRADICTION 


The status stresses and role contradictions 
which characterize the relationships be- 
tween supervisors and group workers may 
be considered under seven rubrics: (1) dif 
ferences in formal authority and decision- 
making powers, (2) contradictions between 
formal authority and external symbols of 
Status, (3) differences in social backgrounds 
and social values, (4) differences in mobility 
as related to the implementation of therapy 
goals, (5) differential access to channels of 
communication through the hospital hier- 
archies in relation to differences in formal 
Status, (6) the breakdown of consensus 


myths, and (7) differences in orientations 


toward the meaning of events within the 
hospital setting. Within each category may 
be found stresses and conflicts which im- 
pinge upon the attainment of therapy goals 
as well as upon the integrated functioning 
of the total organizational system. 


FORMAL AUTHORITY 
AND DECISION-MAKING 


Supervisors ordinarily occupy positions of 
greater formal authority than do social 
group workers. The special role of group 
workers, however—especially when it is re- 
search-oriented as appears to be increasingly 
the case—presses them toward the exercise 
of decision-making powers which may be 
interpreted by supervisors as evidence of 
greater authority being given to their for- 
mal subordinates. And this appears to 
happen in spite of the fact that the research- 
oriented role of group workers is often 
viewed as a factor which would avoid con- 
flicts in authority roles. 

But the fulfillment of group work goals 
and research tasks involve role expectations 
for group workers which conflict with the 
formal status of supervisors. In one setting, 
for example, the role of the group workers 
includes serving as the line workers with a 
group of hyperaggressive boys as an experi- 
ment in homogeneous grouping and the ap- 
plication of group work techniques in a 
psychiatric setting. The supervisors, how- 
ever, still retain formal authority over the 
group workers who are actually carried on 
the table of organization as line workers in 
the child care department. 

_ One of the chief tasks of supervisors is to 
integrate the day to day routine of the 
patients with general hospital routines and 
special events such as laboratory appoint- 
ments, therapy interviews, visits from par- 
ents and so forth. But the experimental 
orientation of group workers leads them to 
define the administrative role of supervisors 
as disruptive of their research-like role. The 
job description of supervisors, as well as their 
own need to conform to an historically pat- 
terned set of expectations, makes it obliga- 
tory that they accept, as part of their own 
Status, the retention of formal authority 
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powers over group workers. This is largely 
a consequence of the fact that from the 
point of view of supervisors, group workers 
are merely additional line workers who oc- 
cupy the usual subordinate status. But the 
role of experimental-research personnel 
leads group workers to define their own 
status as necessarily obviating the general- 
ized administrative authority of supervisors. 
Thus, while supervisors hold formal au- 
thority over group workers, it is difficult for 
them to make that authority meaningful 
and lawful. In such vertically organized 
systems, in which power is distributed in 
terms of amount rather than in terms of 
kind, supervisors have been the final intra- 
departmental source of decision-making 
with regard to daily disputes between pa- 
tients and between patients and line work- 
ers. Group workers, however, appear more 
inclined to feel that by virtue of their train- 
ing and research orientation, they ought 
properly make such dispute decisions; they 
are viewed by group workers as ongoing 
therapy interventions. But the supervisors 
view them as key points in administrative 
policy-making which might influence the 
future stability of the entire organizational 
system. Instances arise, therefore, in which 
group workers make “on-the-spot” decisions 
without consulting supervisors. Supervisors, 
charged as they are with the need to inte- 
grate experimental activities with adminis- 
trative control of the entire patient popula- 
tion, feel that policy decisions—however 
therapy-related—ought to be their preroga- 
tive. Hence, supervisors feel that such 
actions on the part of group workers are at- 
tempts to subvert their legitimate’ adminis- 
trative authority, but they are defined by 
group workers as meaningful and necessary 

patient individuation. z 
To a large extent, the presence of this 
new set of functionaries in psychiatric in- 
stitutions poses potential schisms within 
$1 
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such hospitals. The resultant stresses on 
the formal authority structures make it dif- 
ficult for either supervisors or group work- 
ers to maintain the status which they hold 
or to enact the role expectations as they 
are obliged to do. 


` EXTERNAL SYMBOLS OF STATUS 


A social system which is in a state of equi- 
librium may be partially characterized as 
one in which formal statuses are coexistent 
with appropriate gradations in external 
symbols. This does not appear to be typi- 
cally the case in the relationships between 
supervisors and group workers. Indeed, 
group workers (who have less formal power 
and authority) have the greatest amount 
-and numbers of high status symbols while 
supervisors (who have the higher formal 
power and authority) have the fewer sym- 
bols of high status, 
In the past, line workers in such hospitals 
‘had only a minimum of administrative 
tasks which they were called upon to per- 
form, As a consequence, they did not re- 
quire much office space. But the new 
functionaries are often required to do a 
considerable amount of office-type work. 
This is particularly true if their role is at 
least partially research-oriented. Group 
workers, therefore, frequently occupy new 
and specially furnished offices which contain 
many of the usual accouterments of high 
Status such as file cabinets, office chairs, 
dictaphones and the like. They frequently 
have greater access to the secretarial staff 
of such institutions than do supervisors for 
any writing or reporting they are. called 
upon to do. Supervisors, on the other hand, 
commonly occupy smaller offices with few, 
if any, of the usual trappings of “white- 
collar” status, 
Identifying as they do with a widespread 
professionalized organization, group work- 
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ers often attend conventions and confer- 
ences, present and publish papers and have 
funds available to them for such activities, 
But because supervisors share no such com- 
mon identification, they ordinarily have no 
need for such high status activities and 
amenities. 

Differential need for secretarial assistance 
by supervisors and group workers results in 
situations in which group workers have, 
as subaltern personnel, members of the sec- 
retarial staff who are actually much closer 
to the upper levels of the administrative 
system than are the personnel who serve as 
subordinates to the supervisors. And the 
fact that the group workers are presumably 
subaltern to the supervisors makes for a 
stressful and incongruous pattern. 

A fourth source of stress and contradic- 
tion is typified in one institution in which 
part of the routine work schedule of the 
group workers includes one common day off 
each week during which they consult among 
themselves, prepare reports and papers and 
consult with members of the professional 
staff. But the supervisors’ schedules con- | 
tain no such allowance. This stress is fur- 
ther intensified in view of the fact that part 
of the role of the supervisors is to plan the 
work schedules of the group workers as 
well as for themselves. This of course 
means that they are called upon to extend 
an important symbol of status to their for- 
mal subordinates with whom they stand in 
conflict in so many respects. An informal 
by-product of this pattern of the “adminis- 
trative day” of the group workers is that it 
gives them increased bonds of solidarity, a 
process which the supervisors find difficult 
to achieve. 

A further source of stress arises as a con- 
sequence of contradictions in income. 
Group workers typically stand on the same 
administrative level with all other line 
workers. Nonetheless, they receive much 


_ higher salaries than do the other line work- 
ers, And in those instances in which super- 
visors receive higher salaries than do group 
workers, the differentials are seldom so 
great as to conclude that no real difference 
in formal status actually exists. Further- 
" more, supervisors are, as a group, less up- 
_wardly mobile than are social group work- 
ers. As the vanguard of their profession in 
psychiatric settings, group workers tend to 
define their present positions chiefly as a 
base upon which will be built subsequent 
_ advances in status and income. Supervisors, 
on the other hand, tend to view their pres- 
ent positions, with the attendant status and 
income, as likely to remain relatively con- 
stant over time. As a result, supervisors 
tend to see the future as being potentially 
more stressful than even the present. 
Conversely, being generally younger than 
supervisors, social group workers in psychi- 
atric settings have generally been economi- 
cally productive for a shorter period of time 
than have their nonprofessional colleagués. 
As a consequence of this, supervisors have 
„acquired more of the personal symbols of 
Success and family status than have group 
workers. These contradictions are crystal- 
lized to the extent that group workers tend 
to consider themselves as having higher 
achieved and ascribed status than do the 
Supervisors. Thus, the expectations of each 
group relative to appropriate symbols of 
Status are reversed within the hospital set- 
ting for supervisors and somewhat more 
generally for social group workers. 


DIFFERENCES IN SOCIAL 
BACKGROUND AND SOCIAL VALUES 


Group workers and supervisors differ in 
terms of both social backgrounds and val- 
ues. Educational differences which func- 
tion as a source of stress are the most ap- 
Parent. Professionally trained social group 
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workers have received graduate degrees 
from a school of social work. But child- 
care supervisors have, for the most part, no 
common bonds in terms of either kind or ` 
extent of formal academic training. The 
consensus which obtains among any given 
set of supervisors stems mainly from per- 
sonalized association over a period of years 
in one institutional setting. Among group. 
workers, however, consensus is a conse- 
quence of their lateral identification with 
a professionalized body and a common aca- 
demic experience, neither of which is de- 
pendent upon a particular institution or 
particular persons. To put it concretely, 
group workers can quote “authorities” for 
their actions, while supervisors can refer 
only to their own personal experiences, The 
common conflict as between a “theoretical 
position” and “practical experience” arises 
chiefly from such differences in available 
models for identification, for while there is 
much conceptualized method in the founda- 
tion of group workers’ unity, there is much 
“charisma” among supervisors. The stress is 
increased to the extent that group workers 
are quite new to psychiatric hospitals and 
are usually keenly aware of their lack of 
experience, and supervisors may tend to be 
sensitive about their limited educational 
attainments. Partially as a consequence of 
having worked for a number of years in a 
professionally staffed hospital and probably 
pora a consequence of the “spirit of the 
times,” supervisors have a guarded—al- 
though deep—respect for formal education. 
Thus, supervisors are placed in the unenvi- 
able position of having to attempt to exer- 
cise authority and control over persons 
whom they fear and admire at the same 
time. È 
A further source of stress arises from the 
fact that group workers and personnel at 
higher levels in the hospital system tend to 
be more similar educationally than are su- 


pervisors and such persons. The feeling 
on the part of supervisors tends to be that 
there is potentially more consensus between 
group workers and high-power figures in 
the system than there is between themselves 
and power figures. Nonetheless, because 
the supervisors and high-level personnel in 
such institutions tend to be similar in terms 
of tenure and identification with a particu- 
lar institution, group workers tend to feel 
that greater consensus prevails between the 
supervisors and the members of the upper 
levels of the hierarchy. 

There are also stresses in terms of social 
values. By and large, supervisors—the “old 
guard’”—envisage a kind of “model of nor- 
mality” against which the emotionally dis- 
‘turbed patients under their care are meas- 
ured. And the behavior model toward 
which they strive is that of an active and 
physically competent adolescent with com- 
petitive skills. In substance, it is a model 
of the active individualist. Group workers, 
on the other hand, tend to envisage a ther- 
apy model which consists, in its essentials, 
of a rational, logical, thoughtful and basi- 
cally democratic-humanistic person who re- 
lies more upon thinking, reflecting and 
verbalizing than he does upon mobile and 
active doing. Such a basic conflict in eval- 
uative models has stress consequences in at 
least two ways: 

First, disputes arise as to what activities 
the two functionaries consider to be appro- 
priate for the hospitalized children. Super- 


8 As an expression of this general kind of ideology, 
see, for example, Davis, Kingsley,” Mental Hygiene 
and the Class Structure,” 578-98, and Seeley, John 
R., “Social Values, the Mental Health Movement, 
and Mental Health,” 599-612, in Arnold Rose, op. 
cit; Canter, Grace, “The Group Worker in the 
Child Guidance Center,” in Group Work in the 
Psychiatric Setting, Harleigh B. Trecker, ed. (New 
York: Whiteside, Inc. and William Morrow and 
Co., 1955), 28-42. 
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visors tend to favor active physical games 
such as football, baseball and other similar 
“games in the mass” in which individual 
skills may be pitted against one another, 
Group workers, on the other hand, tend to 
favor less active games, quiet activities 


which involve small group interaction, the 


implementation of rational and democratic 
verbalization and so forth. In one setting 
in which group workers are the line per 


sonnel of a group of acting-out patients, the ` 


general kinds of activities which are favored 
by supervisors are enhanced by the partici- 
pation of hyperactive preadolescents. In- 
deed, the success of the supervisors’ therapy 
model is contingent upon the presence of 
the acting-out group which constitutes 
nearly one quarter of the total patient pop- 
ulation. Yet because of the research role of 
the group workers, they are able to remove 
the acting-out patients from many routine 
mass activities in order to pursue the kinds 
of activities which they feel to be more 
appropriate. Thus, the supervisors are left 
in a situation in which they must attempt 
to maintain an active, mobile and physi 
cally aggressive milieu through the use of 
younger, less able and somewhat more with- 
drawn and autistic patients. Second, the 
above contradiction is increased to the ex 
tent that both functionaries share the con 
flict in values as between the legitimacy 
of formal status (that of the supervisors) 
and the near-sacrosanct nature of research 
(that of the group workers). 


STAFF MOBILITY AND 
PATIENT IDENTIFICATION 


Partially as a result of their higher educa | 
tional attainment, their self-identification 45 
free-floating professionals and their new 


ness to psychiatric work, group workers Be 
not likely to remain at any given institutio” 
for a long period of time. They are hort 


s i re in it ie a <r 


y 


zontally as well as vertically mobile. Super- 
visors, on the other hand, are generally less 
mobile and tend to identify with a particu- 
lar institution. One of the basic principles 
under which many group workers tend to 
operate in psychiatric settings, however, is 
to develop strong affectual bonds between 
the patients and themselves. Much of their 
energies are directed toward that end, to 
serve as surrogate parental figures. The 
members of the patient populations, how- 
ever, tend to be aware of the fact that line 
workers “come and go” but that supervisors 
can be depended upon to stay. As a result 
of their adaptation to institutional life, 
most of the patients’ identification is toward 
supervisors rather than toward group work- 
ers. There are other important reasons for 
this contradiction between identity as ideal 
and reality. 

Group workers represent basic change 
agents in the institutions to which they 
come, and the changes which they bring are 


resisted by the patient population as well 
sas by the supervisors. The supervisors tend 


to resist because of the historical stake they 
have in the existing structure. The patients 
Tesist because fear of change is often a part 
of their pathology. 

And lastly, patient populations tend to 
be culturally and socially more similar to 
the supervisory personnel than to the new 
group workers. This is particularly true in 
institutions which draw their patients from 
geographically limited areas but recruit 
group workers from a far-flung institutional 
Network. In terms of cultural underpin- 
ning it is often a case of supervisors and 
Patients being allied against the group 
workers.. The result is added stress upon 
the latter. But in terms of functional in- 
terdependency, it is frequently a case of the 
Patients aligning themselves with the group 
Workers against the supervisors. This is 
because the supervisors, in spite of all, rep- 
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resent bureaucratic and rigid rules, while 
the group workers represent the potential 
means by which they can be circumvented. 
The result is added stress upon supervisors, 
with the likelihood of a general feeling of 
distrust characterizing group workers, su- 
pervisors and patients alike. In addition, 
group workers are frequently granted spe- 
cial funds to purchase equipment suited to 
their goals. It is through alignment with 
the group workers that the patients may be 
able to acquire the material things that 
they want. This, of course, is at the risk 
of incurring the displeasure of the super- 
visors. Supervisors are prone to consider 
such purchases as’inequitable and a cause 
of difficulty in overseeing the general ad- 
ministrative round of life of the entire 
patient population. Thus, the presumably 
therapeutic processes of affectual identifica- 
tion become less and less within the control 
of either supervisors or group workers and 
increasingly subject to the vagaries of rela- 
tionships among all three. 


DIFFERENTIAL ACCESS TO 
CHANNELS OF COMMUNICATION 


It might be expected that persons with 
higher formal status would also have greater 
access to communication channels through 
the organizational hierarchy, but the ex- 
pected pattern is frequently reversed with 
respect to group workers and supervisors. 

Because of their special training and pro- 
fessional membership, group workers find it 


-easier than do supervisors to approach and 


discuss professional problems in profes- 
sional jargon with other members of the 
staff. As is typical in many bureaucratic 
organizations, relationships among differ- 
ent levels in psychiatric hospitals are often 
on a friendly esprit de corps basis. When 
this is the case, differences in training, back- 
ground and frames of reference are of little 
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consequence. With the advent of group 
workers, however, relationships between the 
professional and nonprofessional staffs tend 
to acquire a somewhat more formalized 
quality. This is frequently interpreted by 
supervisors as an additional chink in their 
“status armor,” 

These changing relationships between de- 
partmental members result, however, in 
Stresses upon the group workers as well. 
Realizing that cliques and friendship clus- 
ters had, before their arrival in such institu- 
tions, cut across departmental lines on a 
nonprofessional basis, group workers tend 
to feel that they have not actually been ac- 
cepted into the informal organization 
within the hospitals on the same basis as 
supervisors. Thus, because of basic differ- 
ences in expectations, the supervisors feel 
that the group workers are subverting their 
authority by virtue of their greater access 
to formal communication channels. The 
group workers, on the other hand, may feel 
that supervisors are subverting their accept- 
ance into the total institutional system by 
virtue of their greater access to informal 

- channels of communication. 

It is customary for line workers to at- 
tend hospital conferences dealing with treat- 
ment plans, intake policies and the like. 
Before the advent of group workers, how- 
ever, the role of the nonprofessional worker 
had ordinarily been of a fact-giving nature. 
More recently, however, group workers 
tend to play a far more active role in such 
all-hospital conferences by way of inter- 


pretation of facts, planning and policy de-’ 


1 re 
9 See, Stanton Alfred H. and Morris S. Schwartz, 
The Mental Hospital: A Study of Institutional Par- 
ticipation in Psychiatric Illness and Treatment (New 
York: Basic Books, Inc., 1954). 

10 See, Bowman, Claude C., “Distortions of Reality 
as Factor in Morale,” in Arnold Rose, op. cit., 
393-407. : 
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termination. For a number of reasons, 
mostly administrative in kind, supervisors 
do not ordinarily attend such meetings. 
Hence, the voice of the residential depart- 
ment (embodied largely in the supervisors) 
is heard through the group workers who 
stand, in so many respects, in conflict with 
the functionaries whom they presumably 
represent. This pattern is likely to be de- 
fined by supervisors not only as potentially 
threatening to their authority, but also as 
an expression of prestige being bestowed 
upon their subordinates which is not be 
stowed upon them. 


BREAK-DOWN OF CONSENSUS MYTHS 


Stanton and Schwartz have discussed the 
functions served by consensus myths in psy- 
chiatric institutions.® Over a period of 
time, functionaries develop implicit agree- 
ment as to proper means and ends; it is an 
emergent ideology. Also, Bowman has in- 
dicated the ways in which “distortions of 
reality” tend to forestall otherwise potential: 
individual and social disorganization." 
The number and scope of such consensus 
myths increase upon the achievement of 
some measure of stability within an organ- 
ization, making possible concern with the 
isolated and day to day events that must be 
dealt with within the institution. The 
luxurious desire for analysis gives way to 
the need for action in specific situations: 
But whenever a new set of functionaries, 
with a new set of myths, is introduced into 
a system, the basis for consensus tends to be 
re-examined. A period of self-criticism 
emerges in which basic postulates, methods, 
meanings and goals come under close 
scrutiny. y 
This appears to be what is happening 
with respect to group workers and other pet 
sonnel in psychiatric settings. Not only 
have the consensus myths of each function- 


ary been laid bare by the other, but each 
set of functionaries has inquired into the 
legitimacy of its own unspoken agreements. 
This process has been hastened by the fact 
that most group workers have had only 
limited experience in psychiatric work and 
supervisors are aware of the growing ac- 
ceptance of group workers in psychiatric 
hospitals. Thus, both functionaries tend 
to operate without the feelings of self- 
confidence and surety which had previously 
characterized their relationships with pa- 
tients. The breakdown of such consensus 
myths renders both supervisors and group 
workers less than stable and dependable in 
the eyes of the patient population. Deci- 
sions and pronouncements of one day may 
be reversed the next. Thus, the very in- 
securities which are characteristic of the 
histories of many psychiatric patients— 
particularly children—tend to be re-enacted 
within the hospitals in which they live. 


ORIENTATIONS TOWARD 
MEANINGS OF EVENTS 


Differences in the perceptual frames of ref- 
erence betwen the two functionaries tend to 
lead to conflicts in the interpretation. of 
patient behavior as well as to the erection 
_of obstacles to communication. This differ- 
€nce is partially a consequence of differ- 
€nces in training and values and partially 
a consequence of the roles which each plays 
within the system. í 
Group workers-tend to orient toward pa- 
tient behavior in terms of a long-range view 
which is phrased in terms of the “culture” 
concept. Supervisors, on the other hand, 
tend to orient more toward the “here and 
' now” in terms of concrete organizational 
and administrative problems. Both points 
of view are, indeed, part and parcel of their 
Tespective consensus myths. To this extent, 
Stroup workers are less likely than are super- 
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visors to become disturbed or upset over 
disruptive behavior on the part of the pa: 
tients. If, for example, a new patient 
should suddenly begin to throw stones 
through windows, the group workers are 
likely to attribute the behavior to the pa- 
tient’s becoming adjusted to the informal 
culture of the patient population as a sub- 
system of values and expectations. Super- 
visors, on the other hand, are more likely to 
define it as a threatening impulse break- 
through which, if not handled immediately, 
is likely to lead to general disorganization 
and destruction. Or, if two or more of the 
more hostile patients suddenly show signs 
of developing a friendship, group workers 
are likely to view it as an interesting process 
of clique formation on the basis of symp- 
tomatology. But supervisors are more likely 
to see it as the development of a delinquent 
gang. As a consequence, the pronounce- 
ments of group workers concerning cultural 
values are regarded by supervisors as mean- 
ingless theorizing, while the concern of the 
supervisors with the “here and now” is 
viewed by group workers as crass expedi- 
ency. This basic difference in orientation 
toward time and meanings results in an in- 
ability of the two functionaries to communi- 
cate in any meaningful way and in conflicts 
concerning the proper mode of handling the 
patients under their care. 

Such stresses and contradictions cannot 
help but have important effects upon hos- 
pitalized patients. A few of such feedbacks 
will be pointed out. 


‘SOME EFFECTS UPON PATIENTS 


Not the least important feedback is. the 
general tendency toward institutionaliza- 
tion and bureaucracy which such patterns 
effect. Part of the culture of psychiatric 
hospitals is the process known variously as 
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“testing” or “conning.” This involves at- 
tempts by the patients to become aware of 
and ultimately to circumvent the bureau- 
cratic structure in which they find them- 
selves.14 Patients “test” or “con” in order 
to be permitted to break rules and regula- 
tions, to be given special compensations and 
so forth, Such efforts to circumvent bureau- 
cratic systems present numerous problems 
within a relatively consistent organization— 
when the proscriptions which confront pa- 
tients are consistently patterned. But the 
problems which arise when the bureaucracy 
is inconsistent and conflictive are all the 
more numerous. When supervisors and 
group workers present what are essentially 
dichotomous policy fronts in such institu- 
tions, the staff is constantly in danger of be- 
coming the means to be manipulated by the 
patients for their own ends.!2_ This is in con- 
trast to the previously existing situation (in 
what were basically consistent systems) in 
which rules only, not persons, were manipu- 
lated by patients. In view of the fact that 
much of treatment rationale depends upon 
the development of affectual ties between 
patients and the surrogate parents, such 
bureaucratic schisms acquire additional 
meaning with even more profound effects 
upon the treatment process. 


11 One schizophrenic boy, during a trip to a local 
park for a picnic lunch, remarked, “I don’t like to 
eat here, we can’t do what we want here.” Another 
remarked that he liked to go for his psychiatric 
interviews because he could “throw the paints 
around the room.” An older hyperaggressive boy 
for whom discharge was pending said that he did 
not want to leave because he would “have to go to.’ 
jail now.” 

12An instance which exemplifies the attempt to 
manipulate staff, as persons, by patients is the re- 
mark of one boy. When he requested a special 
dispensation from one functionary and it was denied, 
he said, “You better let me do it or we'll get you 
fired like we did Mr. tal 
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Secondly, the inconsistent lines of au- 
thority between supervisors and group 
workers are a source of confusion and 
anomie for the patients. In the face of ther- 
apy principles to provide a living situation 
for child patients which will offer them a 
set of consistent and dependable authority 
figures (generally in contrast to their per- 
sonal histories), the confusion of power and 
authority tends to obviate the realization of 
such adult figures. The group workers’ at- 
tempts to redirect the orders of supervisors 
and the supervisors’ attempts to maintain 
administrative control through change and 
modification of the policies of group work- 
ers can only be interpreted by the patients 
as indications of insecure, inconsistent and 
basically unreliable adults. 

Thirdly, the differential access to formal 
and informal communication channels has 
somewhat more general dysfunctions. Typ- 
ically, group workers have access to the 
formal channels while supervisors have ac- 
cess to the informal channels. As a conse- 
quence, those persons at the top of the ad- 
ministrative hierarchy receive conflicting 
and dichotomous information materials 
through different channels. The product 
of this is increased confusion at the upper 
levels of the administrative system. The 
more broad and generalized policy deci- 
sions are likely to be, therefore, a conse- 
quence of determining the relative credence 
of the various flows of information rather 
than a consequence of the actual substance 
of the decisions themselves. 

Lastly, however firm may be the adher 
ence to the goal and purpose of treatment 
of patients, all mental institutions have the 
need to maintain some minimum of order 
and control. Less time and energies arè 
available for the former to the extent that 
time and energies are directed toward the 
latter. The deterioration of order and con- 
trol appears to be a consequence of conflict 


and stress within the organizational system, 
particularly when it involves personnel who 
are in direct day to day contact with pa- 
tients. The need for order and control in- 
creases to the extent that “testing” and 
“conning” develop within the hospital. But 
when the concern with order increases, time 
and energies available for therapy decreases 
in terms of both individual motivations to 
be concerned with therapy goals and admin- 
istrative decisions bearing upon therapy 
policies. It may be expected, however, that 
as new professionals are introduced within 
existing hospital systems, the need for con- 
trol is likely to increase, 

The difficulties of enacting the preroga- 
tives of status as a consequence of contradic- 
tions in role expectations and other in- 
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formal patterns may well be a major source 
of organizational anxieties. In general it 
can be said that the ongoing professionaliza- 
tion of psychiatric institutions imposes a 
series of structured stresses and contradic- 
tions between the “old guard” and the “van- 
guard.” These strains, in turn, have im- 
portant effects upon the operation of the 
entire institutional setting. Greater famili- 
arity with the dynamics of role relationships 
in mental hospitals is likely to lead to an 
illumination of the latent anxieties to which 
they lead. And if it be determined that 
no immediate administrative action can 
alter what appears to be a sequential proc- 
ess of institutional change, it may at least 
be understood as a basic process of 
professionalization. 
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ALLEN A. HOVDA, M.D. 
DANIEL N. WIENER, Pu.D. 


Service attitudes of board and 


staff members of community 
mental health clinics 


CONCEPTIONS OF CLINIC 
AND BOARD FUNCTIONS 


The mental hygiene clinic? is a relatively 
novel social institution. It does not yet 
have traditions which fully define its social 
functions, aside from “aiding the mentally 
ill.” The problem of determining the 
proper range and importance of its various 
services is accentuated by the fact that the 
theories and concepts of prevention and 
amelioration in the area of mental hygiene 
are themselves in a state of evolution. 


— 
Dr. Hovda is Chief of the Veterans Administration 
Mental Hygiene Clinic in Albuquerque, N. Mex.; 
Dr. Wiener is Chief Clinical Psychologist at the 
Veterans Administration Mental Hygiene Clinic in 
St. Paul, Minn. ii A 

1The newer organizations in Minnesota 

to be known as “mental health centers.” “Clinics,” 
as used in this paper, is the older term and is to 
be considered interchangeable here with “centers.” 
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According to Felix (2) the sponsorship of 
mental hygiene clinics was the culmination 
of the growing belief that it is important to 
diagnose and treat emotional disturbances 
early in their development in the commu- 
nity contexts in which they originate. Fed- 
eral financial aid to such a program came 
with the passage of the National Mental 
Health Act in 1947. While in 1946 only 24 
states had programs for mental health, to- 
day no state is without a program. 

How to evaluate the adequacy of existing 
clinic practices constitutes a difficult prob- 
lem. As Rooney (10) puts it, “. . . it is im- 
possible to decide whether you have done a 
good job when you are unclear of what you 
are trying to do.” Of course, the general 
aims of the community mental hygiene prac _ 
tice can be specified. Novick (8) has listed 
them as: providing humane care for the 
mentally disturbed, furnishing scientific 
treatment, reducing the operation of factors — 


+ contributing to mental disease and main- 
taining the mental health of the population 
at the highest possible level. It is a prob- 
lem, however, to decide how these ends may 
best be achieved and to’ what extent the 
clinic should concern itself with each of 
these goals. 

Some are concerned mainly with “internal 
clinic functions” as they are conducted in 
relationship to other community agencies 
(3, 5). They envision a progressive program 
which would include broadening of the 
type of case accepted, training of community 
agencies and nonprofessional groups, func- 
tioning as a re-referral agency and provid- 
ing for consultative services and seminars 
in case treatment. 


other hand, are concerned with the possible 
overextension of clinic services which, al- 
though useful, may amount to “passing the 
buck” on performing therapy, especially 
when it appears unrewarding. 

The definition and interpretation of 
clinic functions are, of course, of special 
concern in the discussion between clinic 
staffs and the lay boards which often repre- 
sent the community. 

Garrity (4), Rogers (9), Rooney (10), Yol- 
les(11), and Lemkau, et al. (6), among 
others, have attempted to clarify the roles 
and relationships of board and staff. All 
‘stress the need for good community repre- 
sentation on the board and suggest that the 
membership be systematically rotated. 
They also agree that the board is ultimately 
responsible for policy decisions and the 
community-wide approach to preventive 
work, 

In summary, there seems to be agreement 
that an expansion of consultative and edu- 
cational practices is desirable in integrating 
the mental hygiene clinic into the commu- 
nity. There is considerable concern, how- 
ver, that this may be done too rapidly and 


, Program repeat those stated above. 
Coleman (1) and Maholick (7), on the 
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at the expense of the therapeutic goals of 
the clinic. To arrive at a reasonable pro- 
gram, it is necessary for the clinic board to 
work diligently with the professional staff, 
acquainting it with community needs and 
resources and endeavoring to promote men- 
tal hygiene through the clinic and related 
community agencies in an efficient, co-ordi- 
nated manner. The clinic should not be- 
come an isolated institution engaged in its 
internal program apart from the com- 
munity. 


THE MINNESOTA PROGRAM 


The philosophy and problems connected 
with the Minnesota mental health clinic 
The 
first clinic opened in 1923 and has con- 
tinued in St. Paul since 1924 under Wilder 
Foundation sponsorship. Of the other cur- 
rent programs, the Minneapolis schools 
service was established in 1924 and the 
Duluth clinic, in 1938. No new clinic was 
established until 1948. 

The great impetus to community clinic 
service, however, came in 1950 with legisla- 
tive action which precipitated a series of 
centers intended to blanket the state. By 
1959 there were seven community-wide pub- 
lic clinics in operation, and we decided to 
survey their attitudes. The newly devel- 
oped, widespread public clinic program of- 
fered excellent opportunity to determine 
staff and board attitudes before community 
and state pressures might produce uniform- 
ity. 

PROCEDURE , 

A 14item questionnaire (Table 1) was de- 
veloped and sent to all seven of the com- 
munity mental hygiene clinics in Minne- 
sota, with instructions to obtain responses 
from all members of the lay boards and 
professional staffs. While the respondents 
were not asked to sign their names, they 
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TABLE 1 


Items in questionnaire of attitudes 
toward community mental health 
services (purposes) 


1. To treat patients who have had previous hos- 
pitalization for mental illness; 

2. To evaluate and treat individuals with mental 
illness who never have had previous hospitalization; 

3. To treat emotionally disturbed children; 
4. To evaluate and treat mentally retarded chil- 
dren; 

5. To act in an advisory capacity to welfare agen- 
cies in the community; 

6. To assist the courts on a consultative basis; 

7. To have a community mental health educa- 
tional program; t 

8. To have a smaller number of patients with 
long-term intensive treatment; 

9. To provide consultative services to physicians 
and other professional groups; 

10.°To make studies of the community to evalu- 
ate mental health needs; 

1l. To have a large number of patients with 
short-term treatment; 

12. To act in an advisory capacity with the school 
teachers in regard to the problem child; 

13. To consult with the public health nurse; 

14. List any other valuable service of the Mental 
Health Center that you believe should be offered 
by your clinic. 


were asked to indicate whether they were on 
the staff or board and were identified as to 
clinic location. There was extended fol- 
low-up to ensure total responsiveness as 
nearly as possible. 

Four primary hypotheses were evolved 
for testing: 

1. The mental health clinic staff is more 
interested in treatment of the highly moti- 
vated patient; mental health boards are 
more interested in treatment of the patient 
who is a community problem (Table 1, 
Items 1, 2, 3, 4). 

2. The clinic staff is more interested in 
long-term, intensive psychotherapy; mental 
health boards, in diagnostic and consulting 
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work and short-term therapy (Table 1, 
Items 4, 8, 11). 

3. The older the clinic, the greater the 
congruence between the attitudes held to- 
ward its services by its staff and its advisory 
board (Table 1, all items). 

4. The clinic staff is more interested in 
making general community mental health 
surveys of need; the boards, less interested 
in surveys and more interested in providing 
consulting services. (Table 1, Items, 5, 6, 
7, 9, 10, 12, 13). 

Analysis of variance was the major statis- 
tical tool used, but since no good statistical 
method seemed appropriate to determine 
the meaningfulness of the item differences, 
the average ranking of items is simply listed 
in the last part of this report. 


RESULTS 


Responses were obtained as requested from 
all seven of the community mental health 
clinics in Minnesota. At two clinics, how- 
ever, there were no lay boards, so these 
clinics were eliminated from further con- 
sideration. Of the 72 staff and board mem- 
bers at the five remaining clinics, 66 com- 
pleted the questionnaire. Missing were re- 
sponses from only one board member from 
one clinic and from five board members 
from another clinic with an unusually large 
board where the 12 who did respond would 
probably be the board at most places. The 
number of staff persons at the various 
clinics ranged from two to five, and the 
number of board members responding 
ranged from eight to twelve. 

Median ratings on a four-point scale were 
computed for each item and for boards 
and staffs separately for each community: 
These data were then subjected to analysis 
of variance to determine the effect of staff 
and board differences, 

With regard to hypothesis 1, it was antici- 
pated that board members would assign 


greater importance than staff members to 
treating patients who had been previously 
hospitalized, to treating emotionally dis- 
turbed children and to evaluating and treat- 
ing mentally retarded children, while staff 
members would give greater importance 
to the evaluation and treatment of clients 
who had never been hospitalized. 

The specific items involved in testing 
this hypothesis seemed to have greater in- 
fluence on the responses than did any gen- 
eral attitude toward treating certain kinds 
of patients. Some slight influence was con- 
tributed by the specific clinic involved, but 
there was no substantial difference between 
staff and board attitudes regarding this hy- 
pothesis. We do not find, then, that the 
boards prefer to treat the kind of patient 
who constitutes a community problem, 
while staff prefer to treat a “better” kind 
of case. 

With regard to hypothesis 2, we expected 
that staff members would assign greater 
importance to treating a small number of 
patients with long-term intensive psycho- 
therapy, while board members would as- 
sign greater importance to treating com- 
munity problems, such as mentally retarded 
children, and to having a large number of 
patients seen for short-term therapy. Here 
again, the greatest variance was contributed 
by the specific questionnaire item. There 
was no general set as we hypothesized and 
no significant difference between ratings of 
staff and board members. Again, also, dif- 
ferences from one community to another 
appear to be more important than other 
factors, and we can tentatively conclude that 
board and staff members tend to agree in 
their attitudes within a community, al- 
though there are differences in their com- 
bined ratings from one community to 
another. 

With regard to hypothesis 4, it was our 
general belief that board members would 


Service attitudes 


HOVDA AND WIENER 


give greatest emphasis to having the clinic 
provide consulting services to other impor- 
tant organizations in the community, such 
as county welfare agencies, physicians and 
teachers, while the staff members would 
give greater emphasis to making studies to 
evaluate community needs. Again, the 
specific items contributed the largest part 
of the variance, and there were also differ- 
ences from one community to another. 
However, there appeared to be no sub- 
stantial differences between staff and board 
members. 

Our hypothesis 3 was that there would be 
a relationship between the age of the clinic 
and congruence of attitudes between board 
and staff members—that is, the older the 
clinic, the more alike the opinions of board 
and staff members would be, Because of 
small numbers, we could not test this, hy- 
pothesis very precisely and used only a 
computation of proportional discrepancies 
of ratings of staff and board members within 
each clinic. We then compared the two 


_ “old” clinics, founded over 15 years ago, 


with the three “new” clinics which were 
organized since then. We did obtain slight 
confirmation of this hypothesis, but the 
statistical method was so weak and the dif- 
ference so small that we give little weight 
to it, 

One final analysis was made: we com- 
puted a median rating for each of the 14 
items in our questionnaire for all clinics 
and all personnel considered together. The 
results can be seen in Table 2. 

It may be noted that Item 3, “to treat 
emotionally disturbed children,” is rated 
as the most important clinic function, with 
44 of the 66 respondents checking it as 
“most important.” Item 2, “to evaluate 
and treat individuals with mental illness 
who have never had previous hospitaliza- 
tion,” is-rated next highest, with 37 check- 
ing it as “most important.” The next high- 
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TABLE 2 


Ratings of questionnaire items by 
staff and board members combined 


i No. of No. of 
Item No. Median “I” Ratings “4” Ratings 
ty 2.11 17 6 
2 3.41 6 37 
3 3.69 1 44 
4” 1.41 39 7 
5 2.99 1 16 
6 2.99 2 17 
7 2.71 4 15 
8 1.90 28 8 
9 3.11 2 23 
10 2.07 27 6 
11 2.87 13 21 
12 3.03 4 20 
13 2.57 5 14 


(Note: The above statistics were obtained directly 
from the untransformed data, i.e., no categories have 
E folded-over. All seven clinics are represented.) 
er J 


- @st item received only 23 “most important” 
checks, but we can note that the next sev- 
eral items which rated high in importance 
concern providing consultative services of 
various types. 

Rated of least importance was “to evalu- 
ate and treat mentally retarded children,” 
checked as “least important” by 39 respond- 
ents, while Item 8, having to do with long- 
term, intensive treatment, Item 10 having 
to do with making studies of needs and 
Item 1, to treat previously hospitalized 
patients, also ranked low. 


SUMMARY AND CONCLUSIONS 


1. There is no basis in our data for beliey- 
ing that staff and board attitudes differ sig- 
nificantly. Although there are differences 
in combined staff-board attitudes from one 
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community to another, these are not sub- 
stantially related to age of clinic. The par 
ticular questionnaire items involved seems 
to be the most important variable, regard- 
less of community or type of respondent, 

2. There was a marked reluctance to use 
the “least important” term in our question- 
naire and to weight heavily answers in the 
direction of “important” and “most 
important.” 

3. Treating emotionally disturbed chil- 
dren, and caring for individuals with their 
first breakdown, along with providing con- 
sultative services, were generally regarded 
as the most important functions of the 
mental health clinics, while the care of 
mentally retarded children, providing long- 
term, intensive treatment, doing studies of 
community needs and treating the previ- 
ously hospitalized, received relatively low 
ratings. 

4. Since the specific questions asked and 
the location of the clinic had the greatest 
bearing upon the answers, we should fur- 
ther study other influences which contribute 
to these results. For example, what com- 
munity factors aside from age of the clinic 
have special effects? To what extent are 
board opinions influenced by staff, and vice 
versa? Does the presence or absence of 
other services in the community affect the 
rated importance of the services the clinic 
can offer (e.g., a low rating of service to 
mentally retarded children because of 
nearby state and public school facilities; 4 
high rating of service to emotionally dis- 
turbed children because of lack of other 
facilities) ? 

5. Finally, the relatively low ratings as- 
signed to the making of studies and to the 
care of previously hospitalized patients— 
functions often considered the most impor 
tant current needs in the mental health 
field—should perhaps be a matter of seri- 
ous concern to leaders in the field, subjects 


of further investigation and, possibly, the 


focus of educational efforts. 
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Improving poor work adjustment 


through psychodiagnostic evaluation 


It has been recognized for many years that 
emotional problems pose one of the greatest 
hindrances to satisfactory work adjustment. 
Not only do such problems decrease the 


Dr. Brophy, currently Associate Professor of Psychol- 
ogy at the Richmond Professional Institute of the 
College of William and Mary, Richmond, Va., was 
Clinical Psychologist at the U. S. Public Health 
Service Outpatient Clinic in Washington, D. C., at 
the time this paper was written. 

Mrs. Horowitz, Clinical Social Worker at the USPHS 
clinic at the time of this study, is now Supervisory 
Clinical Social Worker, District of Columbia De- 
partment of Public Health, Bureau of Maternal and 
Child Health, Washington. 

1 See Fisher, V. E. and J. V. Hanna, The Dissatisfied 
Worker (New York: Macmillan Co., 1931); and 
Anderson, V. V., Psychiatry in Industry (New York: 
Harper & Bros., 1929). d 

2 See Cronin, J. W., B. Solby and W. S. Wilder, “An 
Industrial Mental Hygiene Program for Federal 
Employees,” Public Health Reports, 60(45, 1945), 
1330, 
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satisfaction that the employee derives from 
his work, but they frequently cause him to 
be less productive and in extreme instances 
result in an inability to meet the demands 
of his position with even marginal ade- 
quacy. Emotional problems have, for ex- 
ample, been estimated to result in approxi- 
mately 20 per cent of the disability 
retirements from the Federal Civil Service.’ 

Any organization employing large num- 
bers of people is, therefore, likely to be con- 
fronted from time to time with the problem 
of administrative management of those 
employees who appear to be performing. 
inadequately on their jobs because of per- 
sonality disturbances. Because of the rela- 
tive frequency with which such situations 
occur, it is highly desirable to have an es- 
tablished means of handling them. In 
evaluating the need for a program to meet 
the challenge of emotional maladjustment 
in industry and in determining the char- 


acter of such a program, it is important to 
consider the asset that experienced em- 
ployees represent for their employer and 
society at large and also the generally ther- 
apeutic purpose served in maintaining 
persons in productive roles. 

While preventive services would be 
stressed in a comprehensive industrial men- 
tal health program, in a beginning program 
provision must be made at least for the ac- 
commodation of employees who appear 
manifestly disturbed. This paper is con- 
cerned with the latter problem and focuses 
on the handling of workers whose emo- 
tional maladjustment has so interfered with 
their performance that their employers have 
all but given up hope of retaining their 
services. The paper describes and evaluates 
one organized effort to appraise the con- 
tribution of emotional factors in the un- 
satisfactory work adjustment of these em- 
ployees, to determine whether the employees 
are able to continue working, and to make 
any indicated recommendations to the em- 
ployer that would assist in improving the 
employees’ work efficiency and behavior. 


PSYCHIATRIC FITNESS FOR 
DUTY EXAMINATIONS 


The program on which this study is based 
is operated by the U. S. Public Health Serv- 
ice Outpatient Clinic, Washington, D. C. 
This clinic, in addition to its other func- 
tions, undertakes “Fitness for Duty” (FFD) 
examinations of Federal employees. These 
examinations are conducted at the request 
of a governmental agency when an em- 
ployee shows a serious inability to perform 
the duties of his position because of what 
the agency believes may be reasons of physi- 
cal or emotional illness. 

It is the purpose of the FFD examination 
to determine whether the vocational prob- 
lem is related to a health difficulty and, if 
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so, whether retirement is indicated or 
whether treatment and/or some modifica- 
tion of the job could result in continued 
employment. Thus, personnel decisions 
concerning the employee can be made with 
the benefit of medical findings and recom- 
mendations regarding the employee. A de- 
termination of fitness for duty implies that 
there are no physical or mental conditions 
that prevent the meeting of the minimal 
requirements of the position. 

The general procedure for conducting 
FFD examinations at the PHS Outpatient 
Clinic in Washington, D. C., has been de- 
scribed by Levy et al.t The process differs 
for employees who are referred for FFD ex- 
aminations which involve suspected psychi- 
atric disorders. Such persons are admitted 
to the clinic through the Physical Examina- 
tion Section where they are given a com- 
plete physical examination before referral 
to the Social Service and Neuropsychiatric 
Sections for further study. The patient is 
then discussed briefly at a joint staff con- 
ference of the members of the Social Sery- 
ice and the Neuropsychiatric Sections be- 
fore being seen by one of the social workers 
for an intake interview. A comprehensive 
psycho-social history is thus obtained, gen- 
erally in one, but sometimes more inter- 
views. The social worker contacts the em- 
ployee’s supervisor and personnel office at 
his agency, when indicated, in order to 
clarify the nature of the employee's adjust- 
ment and work environment. The patient 
is next seen by a psychiatrist and is then 
usually referred to the psychologist for ad- 


eee ee eee 
3 See Solby, B., “A Theory of Mental Hygiene in 
Industry,” Mental Hygiene, 29(July, 1945), 353-71. 
4See Levy, T., E. G. Pritchard, E. H. Levine, D, R. 
Kreitl and W. F. Simpson, Jr., “A Follow-up Survey 
of Fitness for Duty Examinations Among Federal 
Employees,” Industrial Medicine and Surgery, 21 
(October, 1952), 477-81. 
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ditional intellectual and psychodiagnostic 
evaluation. At the end of these evaluations 
the patient is staffed at a meeting attended 
by the social worker, psychiatrist and psy- 
chologist who have seen him, as well as by 
other members of the clinic staff who may 
desire to attend, such as the physician who 
examined him in the Physical Examinations 
Clinic. Decisions are made regarding the 
patient’s ability to continue working and 
whether treatment or change in job specifi- 
cations should be recommended. 

The patient is notified of the results of 
the examination in a final interview with 
the psychiatrist. While it is impossible to 
effect personality modification or even atti- 
tude reorientation in a single interview, 
therapeutic techniques are utilized in con- 
veying to the patient the objective appraisal 

_ that has been made of his strengths and 
limitations and the nature of the recom- 
mendations that will be forwarded to his 
agency. The written report to the employer 
is often followed by telephone contacts in 
order to offer further interpretation of the 
recommendations and to gain the greatest 
co-operation from the agency. 


EVALUATION OF THE PROGRAM 


Three groups of questions arise concerning 
such a program of determining emotional 
fitness to continue working in one’s job: 

(1) What kinds of problems do people 
present who are referred for a FFD exami- 
nation; ; 

(2) What determinations are made re- 
garding their ability to stay on the job; and 

(3) What is the ultimate result of this 
procedure; do the employees eventually at- 
tain a better adjustment as a result of the 
program? 

In an attempt to secure answers to these 
questions, a study was made of case records 
of persons seen for psychiatric FFD exami- 
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nations at the PHS Outpatient Clinic in 
Washington. The subject population con- 
sisted of 50 cases seen between July, 1955, 
and September, 1957, and included all psy- 
chiatric FFD cases evaluated during that 
period. Social work, psychological, and 
psychiatric impressions and findings in the 
clinic records were utilized to provide in- 
formation on the agencies’ presenting com- 
plaints, the demographic and psychiatric 
characteristics of the study group and the 
clinic’s findings and recommendations. 
Follow-up information with regard to the 
employees’ later job adjustment was se- 
cured from each agency by means of a ques- 
tionnaire devised for this purpose. The 
questionnaire was worded so as to deter- 
mine the employee's adjustment on the job 
as of nine months following completion of 
his evaluation and forwarding of the clinic's 
recommendations to the agency. 


THE EMPLOYEES AND 
THEIR WORK PROBLEMS 


The subject population consisted of 20 men 
and 30 women, of whom 36 were white and 
14 Negro. Four-fifths of the men were 
married; half of the women were single; 
another fourth of the women were widowed 
or divorced. The median age of the pa- 
tients was forty-two years. All of the pa- 
tients had had some high school education, 
and fully 34 per cent had had some college 
training. The majority of the GS (General 
Schedule) group was found in the lower 
grade levels, but 28 per cent were in GS-7 
and above. The great Majority of the pa- 
tients were employed in clerical positions, 
while 10 per cent were in administrative 
and managerial positions, and 14 per cent 
were in scientific and other professional 
Occupations. Six per cent of the patients 
held positions in the skilled trades. Sixty 
per cent of the patients had been employed 


‘in government for 12 or more years, while 
almost one-fourth had been so employed for 
90 years or longer. It should be noted that 
‘the above data are given only to provide 
“descriptive information on the kinds of em- 
| ployees who are referred for FFD examina- 
“tions. These data cannot be used to infer 
what characteristics are associated with vo- 
“cational maladjustment, for the base rates 
in the population are not known, nor are 

possible tendencies of the agencies to refer 
| one kind of person rather than another for 
_ FED evaluation known. 

Eleven of the patients were referred by 
the agencies because of manifestly peculiar 
behavior and/or difficult interpersonal re- 
Jationships at work, while nine were re- 
ferred because of impaired work efficiency 
and/or poor attendance. A much greater 
number (23) were referred because of a 
combination of disturbances in overt be- 
havior, interpersonal relationships, work 
eficiency and attendance. Seven patients 
“were referred not because of current diffi- 
culty at work but for psychiatric screening, 
‘Usually because of a history of psychiatric 
disorder. , 

Most of the cases were referred within a 
few months after initial manifestation of 
serious work problems, while a fairly large 
Proportion was not referred until after 
“Much longer periods of time had elapsed. 
In 24 per cent of the cases, the agencies 
“Teported that serious problems of work 
| Adjustment had been observed for a period 
| Of over 18 months prior to referral for FFD 
examination. 

_Sixty-six per cent of the patients substan- 
a or completely denied any responsi- 
bility for the complaints made by the agen- 
cles. Nevertheless, it is interesting to observe 
Sy the great majority of the patients com- 
‘Ported themselves in a pleasant manner 
_ ind appeared superficially co-operative in 
Presenting their views of their situations. 
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It should be noted that the data concerning: 
the patients’ perceptions comprise the most 
subjective aspect of this report, but these 
data are based on ratings made independ- 
ently by the two investigators; these ratings 
were in general accord. ‘ 

Nineteen patients were diagnosed as psy- 
chotic, with diagnoses of paranoid schizo- 
phrenia established for the majority of 
them. Fifteen patients were diagnosed as 
having personality disorders, three as psy- 
choneurotic, and one each as chronic brain 
syndrome and paralysis agitans. Eleven 
were found to have no disabling emotional 
problems. 


DETERMINATIONS OF 
FITNESS FOR DUTY 


The clinic’s findings with respect to the fit- 
ness for duty of the patients included the 
following categories: i 

(1) Fit for duty, unprovisional; 

(2) Fit for duty with proviso of job 
modification and/or psychotherapy; 

(8) Fit for duty, but consider for retire- 
ment if poor adjustment continues; 

(4) Temporarily fit for duty; re-evaluate 
in three months, if indicated; 

(5) Not fit for duty; 

(6) Not fit for duty, unless adjustment 
improves (which is exremely un- 
likely); 

(7) Not fit for duty, but suggest place- 
ment on leave status. 


The categorization of findings is an empiri- 
cal-one based on the reports filed with the 
agencies. It may serve as a diagnostic 
model for future evaluation of FFD cases 
and for later research. Thirty-one patients 
(62 per cent of the total group) were found 
fit for duty with or without qualification, 
and the remaining 19 were found not fit 
for duty. In 21 of the FFD cases the deter- 
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mination of fitness for continued employ- 
ment was made without qualification. In 
many of the cases special recommendations 
were made to the patient’s agency that were 
deemed likely to facilitate his future voca- 
tional adjustment. These suggestions, 
which were not made conditions of the 
finding of fitness for duty, included such 
categories as “provide sympathetic, under- 
standing supervision,” “reduce responsibili- 
ties for meeting production standards,” and 
“deal kindly but firmly; require to maintain 
normal standards.” 

In four cases the finding of fitness was 
made contingent upon the patient’s ob- 
taining psychotherapy and/or the agency’s 
ability to make modifications in the pa- 
tient’s job. In four other cases, the em- 
ployee was found currently fit for duty, but 
the agency was advised that if he failed’ to 
adjust in the future, he should be consid- 
ered for disability retirement. Two em- 
ployees were found conditionally fit for 
duty, subject to re-evaluation after three 
months if the employer thought it indicated. 

With regard to the 19 persons found to 
be not fit for duty, 14 were deemed not fit 
categorically while two were said to be not 
fit unless they could perform adequately, 
and the clinic evaluation suggested very 
strongly that they could not. In the final 
three not-fit-for-duty cases, the suggestion 
was made that the employee be continued 
on leave for it appeared that social re- 
covery with treatment would occur in a 
relatively short time. 

The proportion of patients who were 
found fit for duty was lowest for those with 
psychotic diagnoses, higher for those who 
were psychoneurotic, higher still for those 
with personality disorders, and highest for 
those who were determined to have no dis- 


5 See reference in footnote 4, 
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abling emotional problems. The propor- 
tion of paranoid schizophrenic patients 
who were found fit for duty was somewhat 
higher than the proportion of other psy- 
chotics. Relationships were also inspected 
between the nature of the agency’s com- 
plaints—for example, impaired work effi- 
ciency or poor interpersonal relationships 
—and the clinic’s determinations relative 
to fitness for duty, but no clear trends were 
apparent. > 

It is noteworthy that of the 50 cases re- 
ferred for FFD examination—almost all of 
whom were on the verge of being forced 
into retirement—integrated evaluation 
from the points of view of social work, psy- 
chology and psychiatry found 62 per cent 
adequate to continue working. This com- 
pares with 73 per cent of the neuropsychi- 
atric cases in the Levy study® who were 
found fit for duty. But what of the later 
adjustment of these patients? Were the 
determinations of the clinic staff possibly 
too biased in favor of the patient or too 
neglectful of the reality demands of the 
work situation? The follow-up portion of 
the study helps to answer these questions. 


FOLLOW-UP OF WORK ADJUSTMENT 


Fully 24 of the cases were still employed in 
their original agencies nine months after 
the completion of the evaluation in the 
clinic. Of the other 26, 17 had retired on 


medical disability; seven had resigned; and | 


two had been terminated. One of the per- 
sons resigned to accept a better position in 
another agency. Thus, half of the 50 cases 
were gainfully employed nine months after 
their evaluation, and this group included 
24 of the 31 persons (77 per cent) who had 
been found fit for duty. This group also 
included one case who had been found not 
fit for duty, but to whom the agency per- 
sonnel office decided to offer counseling, 


and who responded excellently to this 
treatment. È 

The follow-up questionnaires that the 
agencies completed included ratings for 
each of the employee’s performance of du- 
ties, relationships with co-workers and su- 
pervisors and use of leave. While a small 
number of the employed subjects were un- 
satisfactory in their work adjustment, most 
of them were adjusting adequately. 

The agencies’ ratings of the degree of 
helpfulness of the clinic's FFD findings and 
recommendations were also obtained from 
the follow-up questionnaire. Even allow- 
ing for a possible tendency to respond in a 
positive direction, it would appear that 
most of the agencies replying to the ques- 
tion regarded the clinic's work favorably. 


DISCUSSION 


The results of this study suggest that the 
determinations and recommendations of the 
FFD evaluations were instrumental in main- 
taining half of the cases in productive em- 
ployment. Undoubtedly some problems 
were faced by the employers in retaining 
these workers, but the value to the em- 
ployers of such an experienced group of 
workers was likely great as was the oppor- 
tunity to the employees themselves to con- 
tinue as productive members of society. 
The success of the program reported sug- 
gests that a more intensive and preventive 
approach to emotionally disturbed workers 
would effect even more striking results. 
The evaluations made by the clinic re- 
vealed strengths in the employees that had 
not been recognized by the employers but 
that could be utilized in improving work 
adjustment. It is interesting to note this 
fact in the light of the frequent complaint 
that members of the professions that work 
with emotionally disturbed people over- 
emphasize matters of psychopathology. In 
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actuality, the best practice in personality 
assessment incorporates a balanced view of 
both assets and liabilities, so that the adap- 
tive potential of the individual is recog- 
nized as well as his emotional difficulties 
that stand in the way of realizing a better 
adjustment.® 

In any such evaluative setting where pa- 
tients are seen at the request of someone 
else, the question arises of possible conflict 
of allegiance on the part of the evaluating 
agency. It is sometimes maintained that a 
clinic is overidentified with either the pa- 
tient or a bureaucratic interest. The clinic 
staff making the FFD evaluations met the 
problem of conflict of interest by adhering 
to the goal of making an objective appraisal 
of the worker's emotional status and po- 
tential in relation to the demands of his 
job. In cases where such appraisal indi- 
cated potentiality for improvement in work 
adjustment, the possibility of continuing 
the patient in employment was thoroughly 
explored. The underlying philosophy of 
the clinic in this respect is that it is of 
value for persons to continue productive 
work whenever possible. The authors be- 
lieve that bias for or against any of the 
interested parties can be avoided if the 
diagnostic agency adopts a similar attitude 
and if its desired role is adequately defined. 


SUMMARY AND CONCLUSIONS 


This study describes and evaluates one sys- 
tematic attempt to meet the problem of 
serious emotional maladjustment at work. 
Fifty employees, almost all of whom were 


6 Super’s description of the philosophy of the new 
specialty of counseling psychology sets forth a sim- 
ilar viewpoint, contrasting an earlier focus on pa- 
thology with the present interest in “hygiology.” See 
Super, D. E., “Transition: From Vocational Guid- 
ance to Counseling Psychology,” Journal of Counsel- 
ing Psychology, (No. 1, 1955), 3-9. 


51 


on the verge of being terminated because of 
inability to adjust to their jobs and handle 


the demands of the work situation, were. 


evaluated by a psychiatric team. It was 
thus determined whether each employee's 
emotional status allowed continuation in 
productive employment and what recom- 
mendations could be made, in the light of 
thorough social and personality appraisal, 
to alleviate his difficulties. Sixty-two per 
cent of the employees were found to have 
the capacity to continue working, and nine 
months later 77 per cent of this group were, 
in fact, still engaged in productive employ- 
ment. 

The study documents the value of psy- 
chodiagnostic evaluation of employees who 
present serious problems of job adjustment. 
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Although the specific program described 
is essentially a restorative one and repre- 
sents only an initial step in the develop- 
ment of a comprehensive industrial mental 
hygiene program, its value is clear from the 
follow-up data reported. It is suggested 
that even greater benefits might be derived 
through a more intensive and preventive 


program. 
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Meeting the problems of 


intake in child guidance and 


marital counseling 


The purpose of this paper is to describe 
some new and better procedures for clinics 
to consider using in meeting the pressing 
problems of mental health facilities of in- 
take and diagnosis and disposition planning 
a child guidance and for marital prob- 
ems, 


BACKGROUND 


The Bradley Center, Inc, established in 
May, 1955, by the W. C. and Sarah H. 
Bradley Foundation, is a nonprofit, out- 
patient psychiatric center. Its major func- 
tions are treatment, prevention, education 
and research. Services are available for 
both children and adults. For the past four 
years we have been confronted with all the 
Problems of any new mental health center 
in attempting to develop the most adequate 
yet expedient methods and techniques for 
initial psychosocial diagnosis, disposition 
and treatment planning. 


Because of the nature of our organiza- 
tion, we and our Board of Directors have 
been concerned with studying present meth- 
ods and procedures very consciously and 
deliberately. When the center was first es- 
tablished in Columbus, a community of 
130,000 population, there were only two 
psychiatrists, one a private practitioner and 
the other, the:director of the Bradley Cen- 
ter, Inc. At that time Columbus had no 
other psychiatric personnel. There were 
many individuals who needed and desired 
psychiatric treatment and who could afford 
moderate fees. These factors meant we 
had to: 1) find adequate procedures for di- 
agnoses and disposition planning; 2) find 
efficient methods to meet waiting list prob- 
lems; and 3) give service at a minimum 


cost. 


Miss Oakey is Chief Psychiatric Social Worker at 
The Bradley Center, Inc., Columbus, Ga. 
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Articles have been written recently offer- 
ing helpful plans to meet some of these 
problems by telephone screening or by 
group screening methods (1). Group ther- 
apy (3) is also offered as an effective tool to 
meet the waiting list problems. We feel 
we have found some additional answers to 
these problems of meeting community men- 
tal health needs in a redefinition of func- 
tions of clinic personnel as related to intake 
and in a type of preintake study which 
differs from any described in the literature 
known to the author. It should be empha- 
sized that we were not seeking short cuts 
but wanted quality performance to meet 
community needs. 

One of our first steps was to determine 
the function of each of the three disciplines 
in the clinic as they related to intake. When 
the psychiatric social worker first joined the 
staff with the psychiatrist and a psycholo- 
gist, traditional procedures of intake were 
used. This involved all three disciplines 
in each case. It meant that approximately 
three weeks or more was required to com- 
plete an evaluation and to make a disposi- 
tion. This is not only time-consuming and 
delaying in offering service to the patient; 
it also proved too costly in a private clinic. 
These factors made for some misunder- 
standing and complaint by such important 
sources of referral as physicians. 

After we (the staff) had worked together 
for a period of some months, we began to 
spend many hours studying and evaluating 
our services to determine the validity or 
necessity for multidisciplinary involvement 
in all cases. Various means of solving in- 
take problems were explored: for example, 
having the psychiatric social worker and 
psychologist responsible for the initial fam- 
ily and child work-up and then have the 
parents meet for a joint consultation with 
the staff which included the psychiatrist 
director, a psychologist, and two social 
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workers. After some months we were still 
not satisfied with this approach to intake, 


OUR PRESENT PROCEDURES 
Responsibility of Staff 


The staff had moved into another phase 
of its program by the end of the second 
year, that of research and developing some 
procedures and methods for the assessment 
of mental health. In so doing, we devel- 
oped some preintake procedures which will 
be described in more detail; along with this, 
we determined a better division of profes- 
sional responsibility for intake. The pre- 
intake information enabled us to screen and 
make these decisions. 

The psychiatrist director would see all 
adult patients initially for diagnosis and 
disposition. The psychiatric social worker 
would see parents—also the children—in 
cases where the problem was primarily a 
relationship conflict. She would also see 
patients with marital problems. The clini- 
cal psychologist would see parents and chil- 
dren in cases where the referral was based 
on learning difficulties, suspected brain 
damage or bizarre behavior or a suspected 
psychosis needing psychological examina- 
tion. We felt this would be a more efficient 
way to use the disciplines in the areas 
where they could rightfully function inde- 
pendently and yet collaboratively, as 
needed. All of our intake procedures are 
explained very carefully to parents or mar- 
ried couples who call for appointments. 


1. Child Guidance Study Procedures 


While developing the procedures for re- 
search in mental health assessment, we pro- 
duced some preintake material which 
seemed to add greatly to the clinical study 
of a patient. A biographical outline was 
devised for the parents to complete prior 
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to the initial consultation with the social 
worker. In this outline they describe the 
current problems of their child and supply 
background history and family information. 
In addition to the biographical outline we 
also ask the junior and senior high school 
students to complete the Mooney Problem 
Check List. The parents are requested to 
" participate in the preintake study, too, by 
each taking two psychological tests, the 
Mooney Problem Check List, Adult Form 
and the Cornell Index. With this back- 
ground information a tentative psychoso- 
cial diagnosis and screening could be made 
to determine if psychological or psychiatric 
examination is indicated. If not, the par- 
ents and child are seen by the psychiatric 
social worker in one or two consultations. 
At this time there can be some assessment 
of the parent-child relationship and the 
child’s feelings about his problems and 
about coming to the Center. Some assess- 
ment can also be made of how much the 
child acts out or has internalized his prob- 
lems and of his ability to relate and make 
use of therapy. 

The third step or disposition conference 
is held with the parents by the psychiatric 
social worker unless contraindicated. Dispo- 
sitions and recommendations are discussed 
with the psychiatrist director and plans are 
made for continued treatment, if so indi- 
cated, and an appropriate staff member is 
assigned for therapy. The total intake pro- 
cedure usually involves approximately three 
hours of consultation time by just the one 
staff member, compared to the hours of 
clinic staff time formerly used for this 
purpose. 

2. Marital Problems 


If the request for service is made in terms 
of a marital relationship conflict, we also use 
preconsultation procedures and ask the 
couple to participate in the diagnosis and 
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evaluation of their difficulties. We devel- 
oped an outline of biographical information 
for adults to complete, and each individual 
is asked to complete this on his own, pri- 
vately. Each individual is also asked to 
take the two psychological tests, Mooney 
Problem Check List and Cornell Index, 
which are completed prior to the joint con- 
sultation with the psychiatric social worker. 
This advance information helps focus the 
problem for all three individuals and to 
evaluate whether it is a marital problem or 
whether one or both parties are suffering 
from some intrapsychic conflicts requiring 
treatment. Ordinarily the preintake par- 
ticipation and information—plus one con- 
sultation—is sufficient for a diagnosis and 
disposition to be made. If further psycho- 
logical testing or individual consultations 
with the couple are indicated prior to a 
disposition, this, of course, is arranged. 


FINDINGS 
We have had approximately. 15 months of 
experience using the above division of re- 
sponsibility for intake and the described 
preintake procedures. The same preintake 
procedures are used with all adult patients 
with equal success. We have found that 
with this division of intake responsibility 
we have no waiting list for intake. The 
preintake participation of the patients or 
parents serves as a screening device, and we 
do not have broken appointments. There 
is a saving of hours of staff time by the 
division of responsibility for intake so that 
all three disciplines are not routinely in- 
volved in each case. Patients and sources 
of referral also seem to see this as the logi- 
cal division of functions of staff members. 
In children’s cases, the fact that parents 
participate in the study gives us a good 
estimation of how much they are involved 
in the child’s problem and their willing- 
ness to participate in treatment. With 
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preintake data and tests available, a first 
interview is much more quickly pointed and 
meaningful. f 

The author would agree with this state- 
ment by Hallowitz and Cutter: 

“Although regarded primarily as helpful 
planning for families, early referrals also 
bring about economies for the clinic in sub- 
stantial saving of staff time and ultimately 
in a smaller and more manageable waiting 
list.” 

_ They also refer to “the values of the ma- 
terial gathered during the preintake phase 
in preparing for intake interviews,” adding 
‘that “the preintake phase is both the begin- 
ning and the bridge for deeper involve- 
ment of the parents through the ongoing 
intake process (2).” 


_ CONCLUSIONS 


It is the conclusion of the staff that our 
present division of intake responsibility is 
a more efficient method of using profes- 
sional capabilities. It has allowed the staff 
to use their time independently and more 
effectively. These procedures have provided 
us with better diagnostic tools and reduced 
the number of hours and, thus, lowered the 
cost to patients. 

The reaction of patients to the responsi- 
bility of participation in preintake studies 
has been favorable. The author has been 
asked if it was demanding too much of peo- 
ple in need of services to expose themselves 
this intimately before they had an opportu- 
nity to relate to the therapist. We have 
not found this to be true. 

With the careful explanations given at 
the time of a call or request for help, such 
resistance would be detected. In the au- 
thor’s opinion, only three applicants with- 
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drew from a consultation where this might 
even remotely have been a deterrent. In 
those particular cases, the motivation of the 
parents was so minimal that it was doubtful 
if they would have returned anyway; there- 
fore, this was a good screening device. Par- 
ticipation by the adult patient or parent in 


the preintake phase has been found to 


stimulate his responsibility and to help 
discover the problems. For example, one 
mother recently completed a biography of 
her child’s behavior problem, and after 
answering some of the questions about the 
family situation, came to a correct diagno- 
sis that it was not a self-perpetuated prob- 
lem on the child’s part but part of a family 
situational problem. Thus the consultation 
was more pointed and meaningful with 
some focus already on the problems. 

We believe it is important for every 
mental health center to continue to explore 
every means possible for staffs to render 
more efficient service, éliminate long wait- 
ing lists and reduce high costs of treatment 
to patients and the community. We find 
our methods are a step closer to the solu- 
tion of some of these problems. 
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An open service in a 
university psychiatric clinic 


When psychotherapy was made available to 


students at the University of California,! it ' 


was necessary to formulate a philosophy of 
treatment. The keystone of this philoso- 
phy, from the beginning, was an open serv- 
ice policy. An open service policy means 
that any student requesting an interview 
is seen promptly; that is, within a few days. 
This policy has profoundly influenced the 
nature of psychotherapeutic services. 
Inseparable from this basic philosophy is 
the proposition that ego-oriented therapy, 
of however brief duration, made available 
at the opportune moment, constitutes a use- 
ful therapeutic transaction.? 
Psychotherapy geared to emergent needs 
of individual students seems to be the treat- 
ment of choice for many of the patients we 
see, if we are able to see them immediately. 
Although it is our impression that this 
is true for many psychiatric patients in 
any setting, we realize that the college 


years with their new stimuli provide an, 


unusual abundance of opportunity for 
carrying inner change into action. During 
these years many choices inevitably are 


being made, These choices may be regres- 
sive; they may perpetuate current patterns; 


The authors are all associated with the Department 
of Psychiatry, Student Health Service, The Ernest 
V. Cowell Memorial Hospital, University of Cali- 
fornia, Berkeley, Calif. Dr. Pope is Director and 
Miss Johnson is Chief Clinical Social Worker of 
the Department. Mrs. Dewees and Dr. Sarvis are 
on the faculty of the University’s School of Social 
Welfare. Dr. Pope and Dr. Sarvis are members of 
the San Francisco Psychoanalytic Society. 

1 Psychiatric services were instituted in 1945 by Dr. 
William Goodricke Donald, then Director of the 
Student Health Service, Since its inception, Dr. 
Saxton T. Pope has been the Director of this De- 
partment of Psychiatry. The’ therapeutic staff is 
made up of psychiatrists, psychologists and psychi- 
atric social workers, spending an average total of 
711 hours per week at the present time. 

2 Duration of Therapeutic Contact with Patients in 
a Student Health Clinic between July 1, 1956, and 


June 30, 1957: 

No.: One 2-4 5-10 11-24 25&over Total 
954 

% 19.6 24.2 26.5 23.9 5.8 100 


The total includes patients whose last visit took 
place during this year and whose cases were closed, 
ie. with whom treatment was not continued past 
June 30, 1957, although patients might later reapply. 
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or they may reflect growth and increased 
maturity. The aspects of the personality 
that are confirmed in these successive choices 
are consolidated and strengthened into a 
personal identity. The heightened anxiety 
which prompts request for help at a par- 
ticular time is indicative of potentiality for 
change. This can be used to help a patient 
clarify emergent conflict in its relation to 
the ongoing pattern of his life and in a 
manner that facilitates integration and 
growth. 

This open service policy contrasts with 
the practice in many psychiatric clinics of 
screening applicants. On the basis of the 
initial diagnostic evaluation, patients are 
accepted, rejected or placed on a waiting 
list for treatment. In this frame of refer- 
ence, two important things happen: 

First, the very nature and intent of an 
interview structured in this way inevitably 
influences the applicant in the direction of 
long-term treatment expectations and tends 

_ to screen out persons who could make the 
most effective use of brief therapy. 

Secondly, in a screening type of intake 
interview, which helps dictate his fate, the 
patient responds (regardless of the skill of 
the initial interviewer) to the authoritative 
implications of the interview. Formal 
screening and disposition automatically put 
the applicant in the position of being the 
victim of the authority’s verdict, no matter 
how this may be tempered. The authori- 
tative framework makes it more difficult for 
both patient and therapist to distinguish 
between the patient’s reaction to this par- 
ticular transaction and. the habitual atti- 
tudes he would bring to any authoritative 
situation. The initial interview, to some 
degree, becomes a re-enactment of the par- 


3 See Sarvis, Mary, Sally Dewees and Ruth F. John- 
son, “A Concept of Ego-Oriented Psychotherapy,” 
Psychiatry, 22(August, 1959), 277-87. 
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ent-child relationship, calling forth the atti- 
tudes which he has used in the past. If the 
patient is selected, he is likely to feel that it 
was because he was judged to be outstand- 
ingly sick, convincing, appealing—some du- 
plication of his predominant infantile feel- 
ings about himself. If he is not selected, 
his reaction is apt to be self-blaming or 
other-blaming, whatever attitudes have been 
typical for him. While these distortions 
may appear and must be dealt with. in any 
psychotherapeutic relationship, they are 
maximized when the initial interviews are 
constructed along diagnostic and, hence, 
authoritative lines. The increased level of 
defensiveness and resistance, with stimula- 
tion of regressive impulses, is more difficult 
to evaluate when, by the nature of the pro- 
cedure itself, the patient’s autonomy is 
threatened, 

The psychological task of most of our 
students is to increase awareness so they 
may free themselves from the infantile as- 
pects of their family relationships and be- 
come more responsibly self-determining. 
This task includes the need to identify, as 
progressively-becoming adults, with the 
larger community, with their own potential 
status as marital partners and parents and 
with their productive contributions in work. 
Hence, it seems especially pertinent that 
university facilities which offer psychothera- 
peutic aid to students do so in a framework 
which inherently invites maximal auton- 
omy. 

The policy of open service presupposes.4 
time limitation in which neither patient nor 
therapist conceives of systematic character- 
ological exploration as the therapeutic aim. 
However, we are not proposing as a thera- 
peutic goal mere social “adjustment” oF 
the “sealing over of difficulties”. The focus 
of treatment evolves out of the genetic and 
current material, always slanted in the di- 
rection of ego-integrative understanding* 


We conceive of life as a process of adaptive- 
maladaptive integrations in which the indi- 
vidual may, at various times, find psycho- 
therapeutic help useful to him. The results 
of any therapy are subject to the vicissi- 
tudes of the patients subsequent life 
experiences. 

We believe that ego-oriented, relatively 
time-limited psychotherapy is useful to per- 
sons with a much broader range of psycho- 
therapeutic problems than might be 
thought, although it is not of optimal use 
to all patients who request help. There 
are situations in which more nearly analytic 
conditions are necessary for sufficient 
change. In such cases, we consider it our 
goal to clarify this fact with the patient and 
to expedite his working out such a plan of 
his own. With others, the degree of emo- 
tional impairment or the fears and doubts 
about therapy make an ego-oriented brief 
therapy the best beginning. Finally, there 
are many cases in which it is felt the patient 
could make advantageous use of either ego- 
oriented psychotherapy Or psychoanalysis. 
Here, such issues as finances, the patient's 
capacity to tolerate anxiety, his current 
therapeutic goal and his long-term life plans 
become the determining criteria in his 
choice of treatment. 


Our theoretical framework is psycho- 
analytic. It is the difference in methodology 
and process that we are attempting to de- 
fine. The patient is not restricted to cur- 
rent data. He is not encouraged to sup- 
press or circumvent or adjust. However, 
the therapist makes every effort to avoid 
the development of unnecessary infantile 
patterns in the treatment. When transfer- 
ence manifestations are in evidence, the aim 
is to make immediate therapeutic use of 
them through clarification in a realistic 
direction. The therapist listens for the 
emotional pattern which is preconscious in 
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the patient and which is being expressed 
indirectly. 

By way of illustrating this concept, let us 
consider a hypothetical young man with 
passivity problems connected, in part, with 
his relations to an indirectly domineering, 
overprotective mother. He might come to 
the clinic with a conscious awareness of 
difficulties with the mother which needed 
to be integrated and worked through in 
connection with other interpersonal and 
subjective problems. If so, his therapeutic ` 
explorations would be automatically ego- 
directed. He might, however, come in with- 
out recognizing the pathogenic aspects of 
his relationship with her, but might give 
concrete data (albeit, incidentally or with- 
out recognizing its significance). Such a 
presentation would enable the therapist to 
make emotional sense of the pattern and 
then, using these concrete data, to direct 
the patient’s attention to the preconscious 

: indications in such a way that ego mastery 
is expanded. Ina third instance, he might 
come in saying, in effect, “I had the most 
perfect mother in the world,” disclaiming 
any memories or material to suggest other- 
wise—usually, of course, with a general 
paucity of recall. In this case, whatever in- 
ferences the therapist might make about 
the nature of the mother-child relationship 
from the patient's symptoms or character 
structure, the inferences would not be ther- 
apeutically useful at this point. After an 
exploratory period, if no modification oc- 
curred, it might be assumed that the patient 
could make better use of a more extended, 
systematically analytical therapeutic experi- 
ence. ' 

The task of the therapist, then, is to 
listen actively for the patient’s character- 
istic emotional pattern as it is being ex- 
pressed both in the emergent situation 
which brought him to the clinic and in his 
account of the past. As this pattern is per- 
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ceived, the therapist begins to formulate it 
with the patient in adaptive or ego-oriented 
terms. The amount of active responsibility 
assumed by the therapist in this process de- 
pends on the level of ego function of the 
patient. The nature, amount and timing of 
intervention is aimed always toward increas- 
ing a patient’s autonomy and mastery. 

The goal in an individual case develops 
through a mutual process which begins in 
the earliest moments of the initial interview 
and continues to the end of the given trans- 

action. Neither the therapist’s evaluation 
of the patient’s pathology nor the patient’s 
initial formulation of his problems or aims 
determines the therapeutic goal. The in- 
teraction between patient and therapist op- 
erates within two frames of reference: ego 
orientation and time limitation. The goal 
emerges; it is not predetermined. The pa- 
tient dictates it (the ceiling of the given 
venture) by what he is able to bring to 


therapy: that is, by what is preconscious or ' 


accessible to exploration at a given time and 
by what use he is able to make of this ma- 
terial. The therapist, on his part, facilitates 
the therapeutic process by perceiving and 
reacting to the preconscious trends in the 
patient and maintaining an ego-adaptive 
focus rather than being content. with con- 
scious material or waiting for unconscious 
trends to emerge. A case example may 
clarify some of the statements we have made. 

A  twenty-three-year old student made 
written application to the clinic in the 
following words: “I get out of control 
sometimes; I feel that my circumstances 
are horrible and unnatural in some pecu- 
liar, almost ‘occult’ way. I like to share 
things but often people seem like stone 
walls or social mechanisms, or so weak that 
I could ‘crush them out of existence,’ so to 
speak, though I don’t want to do this, and 
I think the whole thing is pretty silly. 
Other times I feel inferior to everybody.” 
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When this student was seen on the same 
day she applied, she turned out to be a tall, 
angular, appealing girl with doe-like eyes, 
Her manner was tentative and frightened, 


_ She seemed watchful, poised for flight. Al- 


though her subterranean anxiety and panic 
could be clearly inferred, she spoke without 
emotion. Objectively, she showed little 
realistic judgment. She not only talked 
incoherently but viewed her thought proc- 
esses as irrational. The family had hos- 
pitalized her in a peremptory way sev- 
eral years before when she had suffered an 
acute psychotic episode. Now she was 
afraid that her emotions would once more 
overwhelm her. She was struggling with a 
sense of danger which she could not handle 
enough to put into words. Obviously, al- 
though she could not say so, the brief period 
of hospitalization had been a traumatic ex- 
perience. It reinforced her fears of others’ 
omnipotence and of her own insignificance 
and strengthened her conviction that any- 
thing that had to do with her inner self, the 
expression of her feelings, was bad and must 
be denied at all costs. Everything she did 
and said reflected doubt of the validity of 
her perception and judgment. 

The first of the patient’s productions 
which made emotional sense to the thera- 
pist had to do with one of the precipitating 
causes of her panic. An assignment in 
physical education early in the day had 
been to lie flat on the floor, eyes closed, and 
imagine the location of various muscles in 
the body. The patient became acutely 


anxious and ran from the room. Still filled 


with fear, she had come to the clinic. The 
therapist responded to her bland statement 
by saying that it wasn’t surprising that the 
student should feel panicky under these 
circumstances. ‘The situation is one that 
would increase anyone’s sense of isolation 
and defenselessness. After all, the cues 
from observing what goes on around us are 
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what give us a sense of reality.” The pa- 


tient reacted with relief, becoming less 


anxious and more coherent. The therapist 
listened further and became ‘aware that the 
unemotional language in which this girl 
was speaking was in sharp contrast to her 
intense inner struggle. However, through 
oblique statements and nonverbal cues, she 
was able to let the therapist perceive what 
was going on. Indeed, she was expressing 
very accurately her subjective reality of the 
moment: namely, that she was fighting for 
her existence as a separate being. It was to 
this subjective pattern that the therapist 
related. Gradually it became clear that 
this was the pattern of a lifelong conflict. 

The therapist responded in a way which 
gave an ego focus. She did not encourage 
the student's continued rumination about 
feelings of helplessness and persecution. 
The crescendo of anxiety that came with 
the “confession” of destructive impulses 
was not allowed to build. It seemed a 
healthy sign that, under the circumstances, 
this girl had come to the clinic. What the 
therapist did do was to express her aware- 
ness of the patient’s feelings of desperation 
in a manner which served to reinforce the 
student’s integrative rather than her regres- 
sive potential. The therapist said that it 
seemed the patient was saying she couldn’t 
trust her feelings or responses. Wouldn’t 
it make more sense to put energy into un- 
derstanding what those feelings were and 
why she had come to feel that way rather 
than to expend it pretending she didn’t 
feel at all? This intervention gave her a 
place to take hold. 

The student was seen eight times on a 
weekly basis. She was able to respond con- 
structively to this ego-oriented focus. As 
the responses, which had previously seemed 
irrational and alien to her, became clearly 
. Meaningful, she grew less confused and ap- 

Prehensive. Gradually she gained enough 
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distance from her feelings to conceive of 
herself as a person with problems which 
she might do something about if she chose. 
She continued to test the validity of her 
perceptions and the trustworthiness of her 
feelings. The progress she made brought 
renewed confidence and further gains 
through her improved relationships with | 
others and her increasing acceptance of 
herself. Over the next two years, she was 
seen infrequently at critical points when she 
chose to come in. It was clear that she con- 
tinued to make progress in self-realization. 


There are three points we wish to em- 
phasize. In the first place, this patient, in 
spite of her decompensation, was able to 
communicate enough of her emotional situ- 
ation for it to make sense to the therapist. 
Secondly, the therapist made a concerted 
effort to perceive this pattern—to under- 
stand the disruption that brought the girl 
in at that time and to empathize with her 
struggle. And in the third place, the thera- 
peutic task was conceived of as helping the 
patient make active use of this awareness to 
achieve some sense of continuity and of 
identity. She learned to evaluate her own 
perceptions in relation to inner and outer 
reality and to act accordingly. 

There are two crucial administrative de- 
terminants for the practice of ego-oriénted 
psychotherapy. An open service policy 
must be maintained. The experienced ini- 
tial interviewer must have the authority to 
proceed with a case and not have to wait 
for a dispositional intake conference. 

The concept of the adaptive-maladaptive 
process and the effort of a therapist to gear 
into the patient's emergent conflict empha- 
sizes the importance of maintaining an open 
service. A large majority of the patients 
who apply at the Cowell Psychiatrie Clinic 
are seen within a period of two or three 
days. When it seems advisable, a stu- 
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dent can be seen on the day he applies. 
Time must be available for seeing patients 
as warranted dynamically. When inter- 
ruptions are mutually agreed upon, and 
a therapist says, “Return at any point you 
feel it would be useful,” he must be in 
a position to keep his side of the bargain. 
This degree of flexibility in clinic operation 
is obviously difficult to achieve, particularly 
if one also specifies that the duration of a 
therapeutic transaction should be set dy- 
namically and not by the imposition of ar- 
bitrary, predetermined time limitation. 
The total number of interruptions and 
terminations must equal the total number 
of applications for treatment. In a college 
community increased applications at criti- 
cal points in the academic year may re- 
quire some interruptions on grounds of 
expediency. Interruptions can be planned 
with this periodic rise in mind. Our ex- 
perience indicates that if a therapist is 
committed to ego-oriented therapy, his 
skill and experience with such an ap- 
proach does enable him to manage a larger 
number of interruptions on the basis of 
therapeutic considerations, Less experi- 
enced therapists more often find it neces- 
Sary to use arbitrary time limits, possibly 
because an ego-oriented focus has not been 
maintained throughout treatment. If both 
patient and therapist operate with the ever- 
present awareness that the therapeutic 
transaction is time-limited, it seems that the 
therapy of many patients follows a natural 
sequence: exploration, of the emergent 
problem, working through on an ego level 
and a period of synthesis. The patient 
leaves, not with the idea that his problems 
are completely solved, but with new insights 
or shifts in direction which it will be useful 
for him to try out on his own. Further de- 
velopment and consolidation occurs out- 
side formal therapy. Again, a clinical ex- 
ample may be useful. 
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A twenty-seven-year old student presented 
herself to the clinic as a “hopeless, ineffec- 
tual mess.” She came in an acute exacerba- 
tion of anxiety with a plethora of crippling 
emotional and somatic symptoms. She was 
all too eager to present this as the chronic 
state of affairs. However, it soon became 
apparent that she had excellent ego capacity 
and was functioning well. 


As in any dynamic method, the therapist 
did not relate to the patient on the basis 
of her defensive level of presentation or 
respond to her provocative, infantile dis- 
tortions. In contrast to the previous case, 
however, active initial focusing was contra- 
indicated. This patient was already ego- 
oriented and moving in the direction of in- 
sight and growth. She needed, first of all, 
time and freedom to sort out her conflicting 
feelings. Throughout, therapeutic inter- 
ventions were minimal with this student 
for the obvious reason that to offer what 
was not needed would serve to weaken her 
sound autonomous functioning and would 
increase transference complications. Still, 
intervention, when indicated, was geared to 
expansion of ego mastery. Most of the 
therapist’s activity had to do with clarifica- 
tion of budding transference distortions, 
resolution of specific resistances and re- 
formulation in more Gestalt terms of seem- 
ingly disparate conscious and preconscious 
material. 

In retrospect, it was clear that a specific 
disruption in this student’s life had brought 
her to the clinic. Initially, this was not 
discernible. All that the therapist could be 
certain of was that something had threat- 
ened her to the core, resulting in a vert 
table smoke screen of defensive maneuvers. 
As these subsided, indications of a basic 
fear of self-realization began to appear. In 


deciding to return to the University, this | 


girl had emerged from a seven year mora- 


“maturational drive, as well as accumulated 
frustration, influenced her to make this 
Step. At the point of registration, she 
found herself immobilized with anxiety, 
beset by fears and doubts that had been long 
“quiescent, torn between the desire to realize 
her adult potential and the temptation to 
retreat to the safety of her previous adapta- 
‘tion. As indicated, it took some time for 
this pattern to emerge. The student’s own 
meine initially was an overwhelming, root- 
less sense of failure and desperation. This 
was in marked contrast to her obviously 
high level of ability. 

The point here is that this student was 
able to use a series of brief therapeutic 
transactions to reinforce her existing drive 
toward health. She gained insight into 

© emergent conflicts, corrected unrealistic 

“distortions and developed a sense of per- 
sonal trustworthiness that was a one for 
future growth. 

At the point of her first application, she 
= Was seen 27 times—on a weekly basis for 
| five months and less frequently for the next 
four months. She came to realize that early 
in life she had formed an image of herself 
as a dishonest, not-very-bright, selfish little 
girl who survived through curbing her self- 
assertion and proclaiming her cuteness and 
ineffectuality. The pattern of her relation- 
ship to her parents was such that she felt 
others were interested only in her appear- 
"ance and behavior, not in her. The ques- 
tioning of this distorted view of herself was 
_ 4 point of critical intervention by the thera- 
Pist. As she no longer took these feelings 
for granted and shifted her interest to 
"questioning their validity and origin, the 
“Underlying conflicts on which they had been 
based came into focus. Ambivalent feel- 
ss that had been denied and “buried” 


torium ¢ as a self-restricted housewife in an 
unsatisfactory marriage. The partial mas- 
tery of neurotic conflicts and an inherent 
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at the time of her mother’s death were 
prominent. Following a period of poig- 
nant mourning, the patient was able to 
modify her idealized image of her mother 
and then to recognize the powerful Oedipal 
feelings that had been intensified and re- 
pressed at the time of this early adolescent 
crisis. It was from this point in her life 
that her negative self-image had become 
accentuated. Subsequent years had been 
fraught with alternating periods of self- 
destructive acting out and equally self- 
destructive atonement. As she explored 
these feelings, she began to perceive the 
meaning of this behavior and to place it in 
proper perspective. Following a period of 
positive therapeutic gain, the patient raised 
the question of interruption. She com- 
mented: “I can’t understand where this 
feeling of well-being comes from. I feel 
right with myself for the first time in my 
life. Not that I feel I have solved every- 
thing but that I can handle things as they 
come up without falling to pieces.” 

The interruption fell a month before the 
end of the academic year in June. The 
therapist suggested the patient might wish 
to return for an interview in the fall. 
This was done because she had unre- 
solved feelings about termination, which 
she was not yet in a position to tackle, 
The patient called during the summer 
to ask if her estranged husband could 
be seen. It was suggested that she might 
wish to talk with the therapist about 
what was going on instead. She made ex- 
cellent use of one interview to clarify her 
over-identification with her husband as a 
“helpless” person who was being deserted 
as she had previously been when her mother 
died. The intolerable anxiety of imaging 


ee 
4 See, Erikson, Erik, “The Problem of Ego Identity,” 
Journal of the American Psychoanalytic Association, 
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herself in the role of the hated and loved 
deserter dissipated, and she was able to 
respond realistically to her husband’s mas- 
ochistic appeals. 

In the fall, the patient came in and was 
seen for five hours. This period was spent 
in working through her feelings of loss and 
separation and in consolidating insights. 

Ten months later, the student was seen 
again. This time she used three interviews 
to examine and master an upsurge of tender 
and hostile feelings toward her father fol- 
lowing her stepmothers death. - 

We refer to this case to indicate the dif- 
ferential nature of ego-oriented psychother- 
apy in practice and to illustrate what is 
meant by “the dynamic use of interrup- 
tions.” Over a period of two years this 
patient showed remarkable development. 
We make no attempt to specify the precise 
contribution made by her therapeutic ex- 
periences, but we believe the flexible use of 
36 therapy hours and periodic interruptions 
based on the dynamics of her growth facili- 
tated the process. She has remained rela- 
tively symptom-free, moving in the direction 

_ of self-fulfillment. 

As we have indicated, the second critical 
determinant for the practice of ego-oriented 
psychotherapy is that the experienced ini- 
tial interviewer be given administrative 
permission to proceed from the beginning 
with the patient in dynamic terms, rather 
than with a primarily information-getting 
or diagnostic purpose. He must have au- 
thority to collaborate with the patient as 
seems therapeutically warranted, The in- 
take or evaluation conference is then con- 
cerned with dynamic issues, special medico 
legal concerns and other questions of indi- 
vidual pertinence, 

The elimination of a segregated intake 


function also makes transfer of patients un- 
necessary, except when such transfer is spe- 
cifically indicated. The patient’s sense of 
activeness about his problems and his life 
can be more readily strengthened when 
there is no implication of others making 
decisions about him. It enables initial con- 
tacts to merge smoothly into continuing 
therapy. There is no better way of sharp- 
ening the awareness of staff members to ego- 
oriented psychotherapy and the value of an 
open service. For the same reason, it is use- 
ful in the training program with psychiatric 
residents, psychologists and social workers. 
The fact that treatment begins at the mo- 
ment the patient appears becomes more 
easily demonstrable under these circum- 
stances. 


SUMMARY 


Fifteen years of experience in a student 
health service organized around the con- 
cept that a student should be seen promptly 
on request with the focus on the emer- 
gent conflict that brought him to the clinic 
has conyinced us that ego-oriented psycho- 
therapy is useful over a wide range of pa- 
tient problems. The therapeutic trans- 
action is not determined by the severity or 
chronicity of the patient’s problems but by 
the fact of preconscious conflicts which can 
be perceived in terms of their emotional 
pattern and focused in the therapeutic in- 
teraction in an adaptive or ego-oriented 
way. This focusing is a mutual, flexible 
process within the framework of: (1) ego 
orientation and (2) time-limitation. Within 
these two frames of reference, interruption 
and termination should be dynamically de- 
termined and not mechanically imposed. 
Administrative policies were set up to fa- 
cilitate these psychotherapeutic concepts. 
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‘Transitional residences for former 


mental patients: A survey of 
halfway houses and related 


: rehabilitation facilities 


: The changing nature of the mental hospital 
_ from a custodial institution to a therapeutic 
"center has served to focus interest of the 
- professional in the mental health field on 
_ the problems of aftercare. Today most pa- 
tients are admitted to mental hospitals with 
the expectation that they will eventually 
leave, Available statistics on patient mové- 
ment 1 support this belief. In 1956, fewer 
patients were resident in public mental in- 
stitutions at the end of the year than at the 
beginning. During that year over 200,000 
patients were discharged from public and 
private mental institutions. Despite this 
sizable flow of discharged mental patients 
into the community, 90,000 patients were 
readmitted to mental institutions during 
“that year. The rapid discharge of mental 
patients and the considerable rate of read- 
missions have served as factors in the insti- 


“ae 


gation of new and promising aftercare 
programs. 

To facilitate the discharge of mental pa- 
tients and to help maintain them in the 
community, certain forms of support and 
assistance have been viewed as necessary. 


a 
Dr. Wechsler is a Research Psychologist at the Mas- 
sachusetts Mental Health Center, Boston, Mass., and 
Research Associate in Psychology in the Department 
of Psychiatry, Harvard University, Cambridge, Mass. 
This paper is based on a survey conducted for the 
Task Force on Patterns of Patient Care of the Joint 
Commission on Mental Illness and Health and was 
prepared as part of the Rehabilitation Project of 
the Massachusetts Mental Health Center (Grant 
No. 36-57-Cl). 

1 See, Patients in Mental Institutions (Bethesda, Md.: 
Department of Health, Education and Welfare, U. S. 
Public Health Service, National Institute of Mental 
Health, 1956). 
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Many psychiatric patients may have to re- 
main in the hospital longer than is con- 
sidered advisable by the staff because of the 
lack of such supports as an adequate resi- 
dence to which they can return. Others 
may need to be rehospitalized because of 
the rearousal of symptoms, possibly brought 
about by the “unhealthy” nature of their 
home situations. The transitional residence 
is a type of aftercare facility which has been 
established to assist the former mental pa- 
tient who encounters these problems, It 
seeks to provide the discharged mental pa- 
tient with a temporary home and other 
supportive services during the crucial pe- 
riod of initial adjustment to nonhospital 
life. 

In one of the earliest essays on the sub- 
ject, Reik? has very clearly stated the ra- 
tionale for such transitional residences: 

“Institutional psychiatrists have long been fa- 

miliar with a group of patients whose progress in 
the mental hospital is at a standstill. . . . Patients 
in this group present paradoxical features. They 
are able to maintain equilibrium in the hospital 
but cannot do so at home. They recognize their 

need: to escape from the stresses of the outside 
world, but in the hospital they avoid and resist 
attempts to help them resolve basic conflicts. 

+ +. It is conceivable that some of them, if care- 
fully selected, would do well in an environment in 
which the emphasis was placed on health rather 
than on disease . . . It seems logical to think that 
an environment intermediate between the hospital 
and the outside world—a ‘halfway house'—would 
make an important contribution to the rehabilita- 
tion of properly selected patients. . . . Having 


Sa ne 
2 See Reik, L. E., “The Halfway House: The Role of 
Laymen’s Organizations in the Rehabilitation of the 


Mentally Il,” Mental Hygiene, 37(Qctober, 1953), _ 


615-18, 

3 See Huseth, Brete, “Halfway Houses: A New Re- 
habilitation Measure,” Mental Hospitals, 9(October, 
1958), 5-9. 

4 See Wilson, V. W., “A Psychological Study of Juve- 
nile Prostitutes,” The International Journal of So- 
cial Psychiatry, 5(Summer, 1959), 61-78, 
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moved from the restricted and dependent exist- 
ence of the mental hospital to the more independ. 
ent, but still relatively simple, . . . life at ‘halfway 
house,’ he would logically be better prepared to 
take his pace in his own community again.” (p. 


616) 


The transitional residence for former 
mental patients is a relatively new phe. 
nomenon in the United States. A recent 
survey conducted for the Joint Commission 
on Mental Illness and Health disclosed that 


‘ s ; . 
nine such residences are currently in ex- 


istence. Of these, seven have been estab- 
lished since 1952. 

“It should be pointed out that although 
the emphasis on its use is relatively new, 
the transitional residence is not a new type 
of facility. Huseth® reports that in Eng- 
land a need was exhibited for this type of 
facility as early as 1781. A “Plea for Con- 
valescent Homes in Connection with Asy- 
lums for the Insane Poor” appeared in the 
Journal of Mental Science, and a few years 
later the British Mental Aftercare Associa- 
tion was formed specifically to cope with 
the creation of such homes. In the United 
States, transitional residences have been pre- 
viously used in the rehabilitation of crimi- 
nals, alcoholics and juvenile delinquents, 
and recently such a residence has been es 
tablished in Hong Kong for rehabilitation 
of adolescent prostitutes.* 

In the United States, the nine currently 
existing transitional residences for former 
mental patients may be divided into two 
Major categories: the “halfway house 
model” and the “work camp model.” Al 


though both types of facilities have been — 


usually designated as halfway houses by pro- 
fessionals in the mental health field, certain 
distinctively different features of these two 
types of transitional residences necessitate 
the making of such a differentiation. This 
paper will attempt to discuss in detail these 
two types of transitional residences. Em- 


phasis will be placed on certain important 
aspects of the structure and function of 
these facilities. Information presented here 
has been obtained through the assistance of 
_, the directors of these facilities by means of 
a questionnaire survey. 


THE HALFWAY HOUSE MODEL 5 

Six currently existing facilities may be in- 
cluded in the halfway house model category. 
The Division of Vocational Rehabilitation 
in the state of Vermont has established and 
sponsored three of these houses: houses for 
women in Montpelier and Burlington, and 
a house for men in Burlington. The resi- 
dents of these houses have been former pa- 
tients at the Vermont State Mental Hospital 
or inmates at The Brandon School for men- 
tal defectives. Many of the former mental 
patients who have resided at the houses 
were schizophrenic patients drawn from the 
chronic wards. Vermont is the only state 
which has attempted a network of halfway 
houses as part of a co-ordinated rehabilita- 
tion program between the Division of Vo- 
cational Rehabilitation and the state men- 
tal hospital. The program was begun in 
1956. In addition to the three currently 
existing halfway houses, one other house 
for men was closed recently because of a 
shortage of prospective residents. 

In 1954 Rutland Corner House, a former 
Boston residential center for transient or 
homeless women, was converted into a half- 
way house for former female patients of 
public mental hospitals. Although Rutland 
Corner House is not directly affiliated with 
a mental hospital, it has a close association 
with the Massachusetts Mental Health 
Center. 

The remaining two halfway houses which 
can be classified in this group are both lo- 


„~ cated in the state of California: Portals in 


Los Angeles and Quarters in San Jose. Por- 
tals was established in 1955 largely through 
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the efforts of volunteers and staff members 
of the Brentwood Veterans Administration 
Hospital in Los Angeles. Residents have 
been male patients mainly on leave from 
the hospital. Quarters was opened in 1956 
under the sponsorship of the rehabilitation 
planning committee of Agnews State Hos- 
pital. Residents are male patients mainly 
from that hospital. In addition to the six 
halfway houses in existence today, another 
facility was at one time open in California. 
(In 1954 the Modesto Halfway House was es- 
tablished by the Modesto State Hospital. 
This halfway house was permanently closed 
in 1956, apparently because of a shortage of 
funds.) 

The foregoing brief summary of the de- 
velopment of facilities which may be la- 
beled halfway houses indicates that they 
differ from one another in a number of 
ways. They are located in different geo- 
graphical regions, are sponsored by different 
institutions or agencies and serve different 
patient populations. Despite these differ- 
ences, halfway houses share a number of 
common features which are characteristic 
of this type of facility. 


I. Functions of the Halfway House 


A. The House Function. The halfway 
house provides a residence for the released 
mental patient who requires one outside 
the hospital. 


5 For additional published information on these fa- 
cilities the reader is referred to: 
Eldred, Donald, “Problems of Opening a Rehabili- 
tation House,” Mental Hospitals, 8(September, 
1957), 20-21. 
Freeman, R. V, and G. F. Seacat, “Portals: A 
Halfway House Between the Psychiatric Hospital 
and the Community.” A paper presented to the 
American Psychiatric Association in Chicago, May, 
1956. 
Williams, D. B., “California Experiments with 
Halfway Houses,” Mental Hospitals, 7(January, 
1956), 24-25. r 
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B. The Transitional Function. The 
halfway house serves as a bridge between 
the hospital and independent community 
life. It serves as a temporary transition 
point for patients who no longer need re- 
main hospitalized but who are not yet able 
to establish independent residence. 

C. Socialization and Resocialization. The 
house serves as an agent of socialization 
and/or resocialization. It does this in a 
number of ways: 

1, It provides the resident with a group 
of others who have shared his previous 
experience of hospitalization for mental 
illness. With the exception of a resident 
staff member, the group is composed 
solely of the resident's peers. 

2. Within this peer group of individ- 
uals with common problems and experi- 
ences, the ex-patient may begin to inter- 
act with other persons. Learning that 
others have similar problems may help 
to remove the feeling of isolation and 
difference. A re-establishment of inter- 

` personal relations may result. 

3. It is hoped that a sheltered social 
environment is produced, within which 
there is a greater tolerance for deviant 
behavior. The resident may be freer to 
act within this sheltered setting than in 
the general community. This relative 
freedom from the usual stresses of com- 
munity life may enable the resident to 
try out new behaviors and roles without 
exaggerated fear of crippling group 
sanctions. 

4. The group, however, may employ a 
number of methods of controlling dis- 
ruptive individual behaviors. They may 
ignore or reject or even directly punish 
the individual whose behavior does not 
conform to the group’s expectations. In 
this way, the individual learns the type 
of behavior that is expected of him in 
this group. It is hoped that the learning 


68 


to get along with other persons in the 
halfway house will be later generalized 
by the resident to learning to interact 
with others in the community. 


D. Vocational Assistance. Since all the 
halfway houses require that residents look 
for jobs in the community, vocational assist- 
ance has become a major function of the 
halfway house. In the case of the Vermont 
program, which is sponsored by the Division 
of Vocational Rehabilitation, social workers 
and other personnel from the agency are 
available for counseling regarding employ- 
ment problems, and to assist the resident in 
finding a job. The other halfway houses 
utilize for this purpose personnel from the 
hospitals with which they are directly or 
indirectly affiliated. In addition, the house 
director may be called upon for vocational 
assistance, as in the case of the Rutland 
Corner House. 

E. “Ancillary” Services. Halfway houses 
provide their residents with other forms of 
help. . Many residents are currently on 
drugs prescribed by hospital physicians. 
Some are either being counseled or are con- 
tinuing psychotherapy with hospital psy- 
chiatrists, psychologists or caseworkers. 
Group therapy is included in the Vermont 
program. Rutland Corner House residents 
may participate in the day hospital pro- 
gram of the Massachusetts Mental Health 
Center. About one-third of the residents 
of Rutland Corner House have received 
treatment in the day hospital at some time 
during residence in the house. 

These services have been termed ancil- 
lary, not because they are considered less 
important than other functions of halfway 
houses, but because they are, for the most 
part, not carried on in the halfway housé 
itself. Usually such other forms of treat- 
ment are conducted in the hospital oF 
agency with which the house is affiliated. 


In addition, not all facilities which have 


© been included in the halfway house model 


er 


provide the same services. 


II, The House 


A. Each facility comprises a house which 
is located in a residential section of the 
community. The house is usually a large 
private dwelling with a number of bed- 
rooms to accommodate the residents. Usu- 
ally the houses are located a short distance 
from the mental hospital which refers the 
ex-patient for residence. 

B. Halfway houses are residences which 
can accommodate a small number of indi- 
viduals. Each halfway house has between 
7 and 12 residents at any given time. Rut- 
land Corner House is currently planning to 
enlarge its capacity to about 20 residents, 
should a suitable residence become avail- 
able. 

C. The halfway house serves as a resi- 
dence which is temporary in nature. Half- 
way houses differ as to average length of 
stay of the residents. For example, the 
houses in Vermont have permitted many 
patients to stay as long as a year, while 
Portals and Quarters report that the average 
length of stay is less than three months. 


' Average length of stay at Rutland Corner 


House has been nine months, but some ex- 
patients have remained for as long as one 
year. Originally Portals did not permit 
any person to remain more than three 
months, but this policy has recently been 
changed to make allowances for individual 
cases, In any event, although most houses, 
at present, stress that residence is tempo- 
rary, they allow the person to remain in the 
house for as long as it is felt to be necessary- 


III. The Residents 


A. The residents share the common €X- 
perience of previous hospitalization for 
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mental illness. They have come directly 
from the mental hospital and officially may 
still be on the books of that hospital, on 
probationary leave. Furthermore, since 
most of the houses are mainly affiliated, 
directly or indirectly, with one mental hos- 
pital, most of the residents of a house have 
been in the same institution. In the case 
of the first house in Vermont, residents 
were chosen from patients on the same 
chronic ward and were placed in the house 
as a group. The Vermont houses, at pres- 
ent, are the only houses which are admit- 
ting persons who have not been previously 
hospitalized for mental illness: namely, 
mental-defectives from a training school. ; 
B. Houses are currently segregated by 
sex. The program in the state of Vermont 
called for some social interaction between 
the men’s and women’s houses. At ‘present 
there is the possibility of the development 
of a coeducational house in Vermont be- 
cause of the general impression that such 
interaction may be helpful to the residents. 
C. Residents are selected as eligible for 
the halfway house because they are con- 
sidered to be unable to go directly from 
the hospital to independent community life. 
They may not have a home to go to, the 
home that is available may not be felt to be 
suitable because of an “unhealthy” family 
atmosphere, or they may not be considered 
to be prepared to meet the demands and 
stresses of community life. A study con- 
ducted at Brentwood Veterans’ Administra- 
tion Hospital regarding persons who, on the 
basis of these variables, would be eligible 
for residence at Portals, jndicated that be- 
tween 15 and 25 per cent of the cases in the 
files of the hospital would be eligible.® 
Because the lack or unsuitability of a home 


Jj) a NA 
6 See Levinson, Louisa, “Portals House.” An un- 
published report, 1957. 
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to return to is a criterion of eligibility, most 
residents of halfway, houses are not cur- 
rently married. 

D. In addition to these criteria of eligi- 
bility, patients are not considered to be 
eligible for halfway house residence if they 
exhibit behavior patterns which may be 
disruptive in group situations. Alcoholics, 
homosexuals and psychopaths are usually 
eliminated. 

E. Residents of Rutland Corner House 
and of the California houses tend to be 
young to middle-aged—between twenty and 
forty years of age. This age distribution 
may be attributed to the fact that residents 
must find and maintain jobs in the com- 
munity. In the case of the Vermont houses, 
residents may tend to be older because they 
were drawn from the chronic wards. 


IV. The Staff 


A. In addition to the ex-patient residents, 
each halfway house has at least one staff 
member in residence. This person may be 
the house director, housemother or house- 
keeper. As the titles may imply, the person 
may or may not be a professional in the 
area of mental health. 

B. Since all of the halfway houses are 
either directly or indirectly affiliated with 
a mental institution or a state agency, they 
have access to assistance from social work- 
ers, psychologists and psychiatrists from 
these sources. This enables the residents 
to obtain help with their problems, al- 
though in most instances the help is pro- 
vided outside of the halfway house. These 
ancillary functions of the halfway house 
have been discussed in a previous section. 


V. The Halfway House Routine 


A. Life Space. The halfway house in- 
volves only a part of the life space of the 
individual residents. Residents are re- 
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quired to work at jobs outside the house— 
as soon as such jobs can be secured during 
their stay. Since residents have to pay a 
weekly fee for room and board, such a job 
becomes a financial necessity. Most resi- 
dents are, therefore, out of the house during 
the working day. In addition, residents are 
free to seek recreation outside the house, 
They may have some of their meals out of 
the house and may also make use of recrea- 
tional facilities in the community. The 
resident's involvement in the halfway house 
may be limited just to a few hours a day, 
besides bedtime. However, a number of 
activities are carried on in the house in 
which members are encouraged, but not 
required, to participate. 

B. Group Activities. The residents par- 
ticipate in formal and informal group ac- 
tivities. They may go to movies or social 
functions together. They may make group 
trips to a mental hospital to visit friends. 
They may plan parties and dances at the 
house. Such activities serve the functions 
of facilitating social interactions among the 
house members, helping the residents to 
make contacts with community facilities, 
and increasing involvement in the house. 
Participation in such activities is almost 
always voluntary in nature. 

C. Freedom from Restrictions. In gen- 
eral, halfway houses have few rules and 
regulations to which residents must adhere. 
Mainly these involve respect for the house 
and individual property. Several of the 
houses have nighttime curfews for residents. 
However, an attempt is made to! make the 
resident feel that he is on his own. He 
may obtain help if he needs it, but he must 
begin to function without the structured 
routine he experienced in the hospital. 

D. Responsibilities of Residents. Half- 
way house residents are usually given cer- 
tain duties and responsibilities they are ex- _ 
pected to fulfill. These include cleaning 
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their own rooms, sharing in some light 
hous¢hold chores and, occasionally, prepar- 
ing meals. Although the responsibilities 
are kept at a minimum, they are seen as 
serving a valuable function. These respon- 
sibilities help to prepare the resident for 
independent life in the community and 
point out to him the responsibilities asso- 
ciated with freedom. 

E. “Graduation Policy.” Usually halfway 
house residents are “graduated” from the 
house when the staff or consultants or resi- 
dents themselves feel they are ready to re- 
sume life in the community. This usually 
involves the ability of the resident to hold a 
job and to find adequate quarters. Some- 
times absence of manifest symptoms is taken 
as an additional criterion of readiness for 
graduation. As mentioned previously, half- 
way houses vary somewhat as to the average 
length of stay for a resident. Variations 
may be attributed to the type of resident 
serviced and to the need for accommodation 
of prospective new residents; €g., in the 
case of the first halfway house in Vermont, 
length of stay was longer than for most 
other houses. This can be attributed not 
only to a change in policy in Vermont but 
also to the fact that chronic schizophrenic 
patients were being serviced. 


VI. The Halfway House Model: 
Recapitulation 


The halfway house is an attempt to pro- 
vide a temporary community residence for 
a small number of mental patients who are 
considered ready to leave the hospital, but 
are not able to live either alone or with 
their families in the community. The ex- 
perience of living together with other for- 
mer mental patients is viewed as serving the 
function of helping to resocialize the indi- 
vidual resident. Each resident has avail- 
able at his disposal help for his problems 
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from the house director and from the vari- 
ous professional consultants who are asso- 
ciated with the house. Nearly all residents 
have come to the halfway house directly 
from a mental hospital. They are sent to 
the halfway house because they are eligible 
to leave the hospital, although they have no 
place to go. The houses are segregated by 
sex and usually serve a small group of 
young to middle-aged residents. Each house 
has the service of a house director and of 
professional consultants. Residents may 
obtain various forms of help and treatment, 
but this is usually carried on outside of the 
house, except for the occasional use of 
group therapy. 

Residents are expected to maintain full- 
time jobs in the community while they re- 
side at the house. They are also free to 
carry on social and recreational activities in 
the community. The atmosphere of the 
halfway house is usually as free from formal 
restrictions as possible. 

‘The most recently established transitional 
residence deviates slightly from the charac- 
teristics of the halfway house model. Wood- 
ley house was opened in 1959 in Washing- 
ton, D. C., under the sponsorship of a private 
community group. It is the first coeduca- 
tional halfway house. It accepts not only 
patients released from mental hospitals, 
but also patients of psychiatrists in the 
community. A requirement of residence 
is that the individual must be currently 
receiving psychotherapy. 


VII. The Halfway House Model and 
Other Mental Health Facilities 


The foregoing discussion may imply that 
the halfway house is similar to a number 
of other facilities in the mental health field. 
However, certain features make the halfway 
house unique in its own right. A compari- 
son of the halfway house with the mental 
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hospital, the boarding house and a family 
care program may serve to emphasize these 
features. 

A. The Halfway House and the Mental 
Hospital. The halfway house is not a men- 
tal hospital. Although residents’ may ob- 
tain certain forms of help from professional 
personnel, this help is usually not given 
within the halfway house itself. The half- 
way house certainly does not have as full a 
complement of professional personnel as a 
mental hospital, although it may utilize 
some of the personnel of the hospital with 
which it is directly or indirectly affiliated. 
The halfway house is an open system which 
impinges upon only part of the life space 
of the resident. The mental hospital im- 
pinges upon the total life space of its pa- 
tients, particularly of those on the closed 
wards. In terms of similarity, the halfway 
house appears to be closest to the night 
hospital. This is the situation in which pa- 
tients work in the community during the 
day but reside at the hospital. However, 
in the night hospital, extensive therapy is 
given on the premises. In addition, pa- 
' tients usually do not leave the hospital at 
night to indulge in social and recreational 
activities in the community. 

B. The Halfway House and the Boarding 
House. The halfway house is not the same 
type of residence as the boarding house. 
Boarding establishments provide the re- 
leased patient who has no home with a place 
to stay. However, the halfway house pro- 
vides more than a residence. It also pro- 
vides a peer group for the individual, a 
group which shares the previous experience 
of mental illness and hospitalization. In 
the halfway house model, such a peer group 


7For additional information on such facilities the 
reader is referred to Crutcher, Hester B., Foster 
Home Care for Mental Patients (New York: The 
Commonwealth Fund, 1944). 
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is considered to be more permissive and 
supportive of the individual than would 
be a group of nonex-patients in the com- 
munity. Fellow boarders in a boarding 
house may not be as accepting of the ex- 
patient as would other ex-patients. 

Another difference between boarding 
house and halfway house is the availability 
of professional help for ex-patients’ prob- 
lems. Although the halfway house is not 
a mental hospital, it does have at its dis- 
posal certain professional forms of help 
associated with the hospital. 

C. Halfway House and Family Care Pro- 
gram. The halfway house works on the 
principle of providing the released mental 
patient with a peer group of residents. So- 
cializing and resocializing aspects of this 
type of living are considered to be the major 
functions of the halfway house. In the 
case of the family care program, the re- 
leased patient is usually placed in the home 
of a family in the community. Quite fre- 
quently, the released patient may have only 
one other ex-patient residing in that home. 
The group dynamics here are not of the 
same nature as would be found in a resi- 
dence which includes several ex-patients. 
The important aspect of family care is the 
family situation in which the ex-patient is 
placed. The woman in the family may 
serve as a mother figure for the ex-patient. 
In a sense this may be similar to the func- 
tion of the house director in the halfway 


‘house. However, there is no parallel peer 


group usually present in the family care 
program, except as children of foster “par- 
ents” may reside in same home. 

An additional difference between family 
care and the halfway house involves the 
temporary or permanent nature of the liv- 
ing accommodation. In the halfway house 
the residence is temporary in nature, 
whereas in the family care program it may 
be permanent.? 


THE WORK CAMP MODEL 8 


Three facilities may be classified as work 
camp models: Gould Farm, established in 
Monterey, Mass., in 1913; Spring Lake 
Ranch, started in Cuttingsville, Vt., in 1932; 
and Meadowlark Homestead which was 
opened in Newton, Kan., in 1952. All of 
these facilities are privately sponsored. 


I. Function of the Work Camp Model 


Although, in general, these “work camp” 
houses share the basic functions of the half- 
way house model, they differ in important 
aspects as to what they attempt to accom- 
plish for their residents. Naturally, like 
the halfway house, they attempt to provide 
a residence for the released mental patient. 
However, as we shall soon see, this resi- 
dence is not necessarily a bridge halfway 
between the hospital and independent com- 
munity life. The importance of the resi- 
dence is viewed particularly in terms of its 
geographic location: namely, in a rural 
setting. All three work camp houses are 
located at a distance from any major urban 
center. 

These work camp houses do not require 
the residents to work at jobs in the com- 
munity but rather provide work for them 
on the work camp grounds. Therefore, 
work therapy rather than vocational assist- 
ance becomes a basic function of such facili- 
ties. Residents are required to work at 
specific jobs on the grounds. These jobs 
consist mainly of the type of chores usually 
associated with a farm. It is hoped that 


_ through daily work in co-operation with 


other residents, the resident loses his sense 
of isolation and turns outwards from pre- 
occupation with his own problems. The 
Major functions of the work camp model 


- are work and milieu therapy. It is hoped 


that through living and working together, 
the resident will become resocialized. Al- 
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though some professional consultants are 
available to provide ancillary services, the 
general atmosphere of the work camp model 
is amedical. It does not have the close 
connection with a hospital or rehabilitation 
agency that exists in the halfway house 
model. 


II. Work Camp Setting 


In the case of the work camp model, the 
physical facility consists of a number of 
small houses rather than one large central 
residential center. The residences, there- 
fore, can accommodate more than 7 to 12 
persons, as in the case of the halfway house 
model. Meadowlark accommodates ap- 
proximately 25 persons; Spring Lake Ranch, 
between 25 and 45; and Gould Farm, about 
35. In the case of these work camp houses, 
residence is not necessarily temporary in 
nature. Some residents stay only a few 
weeks to a few months while others may 
stay for a number of years. The longer 
stay is more characteristic of the elderly 
residents. In effect, for these persons the 
work camp model becomes not so much a 
halfway point as a “terminal home.” 


Ill, Residents 


The residents share the common experi- 
ence of some psychiatric problems or diffi- 
culties. However, they do not, as in the 
case of the halfway house model, necessarily 
share the experience of past hospitalization 
for mental illness. Some patients do come 
directly from a mental hospital, but the 
majority do not. These are usually re- 
ferred by private practitioners in the com- 
munity or by friends and relatives. Some of 


Aae se AEE RS 
8 For additional information on such facilities the 
reader is referred to Infield, H., “Gould Farm, A 
Therapeutic Cooperative Community,” Cooperative 
Living, 6 (Spring, 1955). 
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the residents may have been hospitalized 
for mental illness. Others may come for a 
“rest cure” necessitated by a current stress 
situation, 

The work camp houses are coeducational 
in nature, with approximately equal num- 
bers of male and female residents. There 


are no stringent criteria for admission. ' 


Persons with pronounced symptomatology, 
particularly of the nature which may be 
disruptive to group living, are not ad- 
mitted. Residents of Meadowlark Home- 
stead and Gould Farm tend to be older than 
the residents of the halfway houses. A high 
percentage of the residents of these two fa- 
cilities are over fifty years of age. Meadow- 
lark Homestead is particularly aware of the 
problems brought about in serving an eld- 
erly group. There is a feeling among the 
staff that the servicing of geriatric cases 
should not be such a major function of the 
work camp house facility. 


IV. Staff 


Since work camp facilities are larger than 
the halfway house models, there are more 
staff members. Each work camp model has 
a house director and other personnel. The 
staff is mainly limited to “handy men” who 
supervise various chores and activities and 
to a few professional consultants. Within 
the structure of the work camp models, 
veteran residents may eventually assume 
some of the responsibilities and duties of 
staff members. 


V. The Work Camp Routine 


The work camp encompasses a greater 
portion of the life space of its residents than 


®See Goffman, Erving, “On the Characteristics of 
Total Institutions,” in Proceedings of the Symposium 
on Preventive and Social Psychiatry (Washington, 
D. C.; Walter Reed Army Institute of Research, 
1957). A 


74 


does the halfway house. Residents work on 
the premises, carry on their social activities 
on the premises and generally stay at the 
work camp for 24 hours a day. In this 
sense there is a greater involvement on the 
part of the residents in the work camp than 
there is on the part of the residents of the 
halfway house. 

Because the work camp involves the per- 
forming of chores on a regular basis, the 
resident's life is more routinized in the 
work camp than it is in the halfway house. 
There are regularly scheduled hours for 
awakening, for the performance of tasks, 
for social activities, and for going to bed. 
The daily routine at a work camp house 
resembles the type of schedules drawn up 
by camps, hospitals, armies, prisons and 
other “total institutions.”® To be sure, 
residents have some freedom in their par- 
ticipation in social activities which are 
mainly on a voluntary basis. 


RELATED REHABILITATIVE SERVICES 


At least two other facilities in the rehabili- 
tation of the former mental patient have 
attempted to provide services somewhat 
similar to the ones provided by the halfway 
house and work camp models. Fountain 
House in New York City, heretofore a non- 
residential social rehabilitation center, has 
recently started a program of renting apart- 
ment space and utilizing it to house its 
members. The Gateways, an active-treat- 
ment center in Los Angeles, maintains 2 
residential halfway house program as part 
of its services. Gateways accepts a number , 
of patients who are viewed as ready to leave 
psychiatric hospitals but are not as yet ready 
to reside independently in the community- 
Both Fountain House and Gateways differ 
somewhat from the transitional residences 
that have been discussed, because of the 
very great emphasis on a wide range of 


professional treatment conducted on the 
premises. 


THE CONCEPT OF “HALFWAY” 


The term “halfway house” has been applied 
to the facilities we have discussed in order 
to signify that they are midway between 
the hospital and independent community 
life. In this respect, “halfway” may be a 
misleading term. Whether a transitional 
residence is “halfway,” “quarterway” or 
“three-quarterway” between the hospital 
and the community depends on a number 
of factors: 


(1) The house itself—whether the fa- 

cility is located on the grounds of the 
mental hospital or in the community; 
whether or not the house resembles the 
hospital in terms of the extent and type 
of treatment given on the premises; the 
degree to which the house is a “total in- 
stitution,” and the portion of the life 
space of the residents which the house 
encompasses. 
(2) The individual resident—the level 
of mental health of the individual resi- 
dent, including his ability to function in 
the occupational role; the extent of his 
dependence on the hospital and the 
house; the degree to which he is free 
from psychological symptoms; and his 
ability to relate to others. 

(8) The outside community—the de- 
gree of acceptance of the returning men- 
tal patient by the community; and the 
availability of jobs and residences for 
him. 


For the released patient, the halfway 
house lies on a continuum between the hos- 
pital and the community. However, for 
any given ex-patient the exact location of 
the house on this continuum can only be 
Specified when all of these factors are 
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known. Perhaps facilities of this nature 
should be more accurately designated as 
“transitional houses.” 

In the case of some of these facilities, 
particularly those classified as “work camp 
houses,” the term “transitional” may also 
be misleading. For some ex-patients such 
houses may become “terminal” rather than 
“transitional” in nature. These ex-patients 
may be unable to move into the commu- 
nity, even though they are able to function 
outside of the hospital, within the relatively 
sheltered atmosphere of the house. It 
should not be concluded that for these in- 
dividuals the house has failed. By ena- 
bling the ex-patient to live outside of the 
hospital, the house has at least been par- 
tially successful. This success may be the 
most that can be hoped for in the case 
of certain ex-patients, particularly elderly 
and severely impaired individuals. 


THE PROBLEM OF EVALUATION 


It is too early, as yet, to evaluate the effec- 
tiveness of transitional residences in general, 
No extensive study of the effectiveness of 
such a facility has as yet been published 
although Rutland Corner House and the 
Vermont houses have such studies currently 
in progress. Although most transitional 
residences kept records as to whether former 
residents are residing in the community or 
have been rehospitalized, types of follow-up 
procedures vary from house to house. 

Even such a simple, single criterion of 
effectiveness as the rate of rehospitalization 
of former residents can lead to complica- 
tions. Transitional residences vary as to 
the type of ex-patients they service. For 
example, they differ greatly with respect to 
age, sex and degree of impairment of their 
resident populations. Consequently, it 
should be expected that rehospitalization 
rates should vary from house to house. 
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Meadowlark Homestead, which until re- 
cently has had a high proportion of elderly 
residents, has reported that only about 35 
per cent of its residents have been able to 
maintain an independent residence in the 
community. In contrast, both Quarters 
and Portals report that about two-thirds of 
their residents have moved from the house 
to the community. | 

A thorough evaluative study of such fa- 
cilities should include a number of differ- 
ent criteria including such factors as per- 
sonal, occupational and community adjust- 
ment and the ability of residents to function 
without the need for hospitalization. 

Despite the lack of actual results as to 
the effectiveness of transitional residences, 
there is a general feeling among profes- 
‘sionals in the mental health field as to the 
usefulness of such facilities. More studies 
will have to be conducted to determine 
whether this general impression shared by 
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professionals in the mental health field can 


‘be substantiated, 


Although there are only nine transitional 
residences in existence, the growth of this 
type of facility is sizable, if one considers 
that most of these facilities have been es- 
tablished within the past five years. New 
interest in the treatment of mental patients 
in the community may help further to stim- 
ulate growth of such facilities, For ex- 
ample, the increased use of day hospitals 
may necessitate a corresponding increased 
use of transitional residences to serve as 
homes for the day hospital patients. In 
this respect the transitional residence is a 
vital part of new programs of community 
treatment. 
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Recreational preferences as 
predictors of participation 
in mental hospital activities 


If hospital recreation workers will find out 
what activities their patients state they pre- 
fer and put patients into preferred activities 
and groups into group-preferred activities, 
they may expect to get better participation 
than otherwise. The study to be described 
later was devised to test these assumptions. 
We wished also to investigate certain sub- 
sidiary questions: namely, the significance 
of sexual differences and the relationships 
between recreational preferences and psy- 
chopathology.! We hypothesized also that 
prognosis (length of hospital stay) was more 
favorable for those who participated 
actively. 


THE PREFERENCE TEST, 
ITS ADMINISTRATION AND 
PARTICIPATION GRADES 


The Jensen-Ramage study (1) of recreation 
preferences and performances at the Vet- 


erans Administration Hospital in Salisbury, 
N. C., suggested that the paired-comparisons 
type test used at that time was too “difficult” 
for 71 per cent of our patients. As a result 
of that experience, a simpler form of the 


SE 
Dr. Morris is Co-ordinator of the Psychiatric Evalu- 
ation Project and Dr. Jensen is Chief of Psychology 
Service at the Veterans Administration Center in 
Hot Springs, N. D. Copies of the Validity Scale and 
the Recreation Participation Rating Scale men- 
tioned in this paper are available and may be ob- 
tained by addressing a request to Dr. Morris. 

1A word about statistics: p stands for chance 
probability. Thus, p= .05 indicates that if the 
event under discussion is the result of a chance 
happening, it is that sort of event which would occur 
at most in 5 chances out of 100. Correlations char- 
acteristically vary from —1.00 to +1.00. Correla- 
tion 0.00 indicates no relationship, 1.00, a perfect 
positive relationship, —1.00 a perfect inverse rela- 
tionship; .50 would suggest that two events are 
moderately related, and .80 would indicate marked 
agreement. 
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preference test was devised. The new test 
consists of nine cards, each of which con- 
tains the name of a recreation area together 
with examples of activities within each area. 
The nine areas are listed in order from the 
most preferred to the least preferred as 
ranked by our present study sample of men 
patients: (1) vigorous outdoor sports, (2) 


quiet outdoor sports, (3) music, (4) quiet in-\. 


door sports, (5) table games, (6) vigorous 
indoor sports, (7) radio, (8) newspaper- 
library, (9) hobbies. 

Some of the above categories will require 
further explanation. Music may be a pas- 
sive group or individual activity (music ap- 
preciation) or an active group or individual 
activity (choral singing or piano playing). 
Table games is used to represent activities 
such as checkers, bridge, etc: Radio may 
also have an active component; for example, 
a patient can work in local radio production 
or as a disc jockey, etc. Newspaper-library 
represents both off-ward reading and the 
writing of short stories, working on the hos- 
pital newspaper, etc. The limitations and 
grossness of these categories are recognized, 
and it is conceivable that a person who 
liked chess and no other table game might 
be in something of a quandary as to where 
to rank table games. 

Patients are asked to arrange the cards 
in order of preference, their most preferred 
activity at the left and the least preferred at 
the right. After the patients have arranged 
the cards, they are given a printed form on 
which they enter name, age, ward number 
and circle numbers adjacent to the nine 
activities which ‘are listed in one column 
to represent their choice. For example, if 
radio is a patient's first choice, opposite the 
term “radio” he is to circle #1. Likewise, 

if music is the seventh choice, opposite the 
term “music” he circles #7. We try to 
make certain that the completed tests are as 
valid as possible. (The term valid is not 
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used in a statistical way but in the diction- 
ary sense of being “sound” or “capable of 
being justified.”) After the patients have 
completed the test, the test administrators 
rate their performances on a six-point scale 
which ranges from 0 (“refuses to take the 
test”) to 5 (“understands the task and pro- 
ceeds to perform adequately without any 

„urging or assistance.”) Hereafter, scores on 
this scale will be referred to as validity 
scores. 

Our recreators grade certain patients’ rec- 
reation participation on a five-point scale 
which extends from 0 (N)—“Meaning 
None, i.e., the veteran will either not par- 
ticipate or will participate in a limited 
way only with constant prodding” to 4 (A) 
—"This letter rating will indicate Active 
participation. To receive this rating the 
veteran should participate enthusiastically 
and assume initiative and/or leadership in 
the activity.” 

No formal study of the reliability of the 
recreation workers’ grades has been made, 
but three psychology trainees observed each 
of seven workers at least once in each ac- 
tivity that he directed. The recreator had 
to grade all of the patients while the 
trainees graded only a selected group of pa- 
tients. The recreators had not been told 
that the trainees were assigning grades. The 
grades given by the workers and trainees 
were in very close agreeemnt and no differ- 
ence exceeded one scale point. The trainees 
differed as much among themselves as they 
did with the recreators. 


EXPERIMENTAL PROCEDURE 


For the present study, the preference test 
was taken by 227 men and 67 women pa- 
tients. The test was given to groups of not 
more than 40 patients by three psychology 
trainees. The patients taking the test were 
predominantly schizophrenics and were 
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drawn primarily from continued treatment 
buildings. Although the sample is prob- 
ably representative of the hospital as a 
whole, geriatric patients are not included, 
and the acute and privileged patients are 
"not adequately, represented. 

"At the time of this investigation, recrea- 
tion efforts were concentrated on vigorous 
outdoor sports, quiet outdoor sports, music 
"and table games. Thus, patients could be 
"assigned to only these four activities. 


i “were selected from the total group that 
"took the test for experimental study. The 
number “50” was arbitrary, but those 
chosen were virtually all of those who could 
be placed in their first or second choice 
activity and in their eighth or ninth choice 
and who had validity scores of four or five. 
Twenty-seven patients of this group were 
lost because of ward transfer, discharge from 
the hospital, too few grades, etc. The rec 
| reation workers graded all the patients who 
had been tested, including the unidentified 
if experimental group, in every activity for a 
period of six weeks. The number of graded 
performances per patient averaged two a 
week, The chief of recreation assigned the 
" remaining patients, as far as possible, to 
_ their most preferred activity. He succeeded 
|. quite well at this because the greatest num- 
| ber (47) were assigned to their first choice 
" activity and the fewest (4) to their least pre- 
ferred (Rho = .92). 


RESULTS 


_ After the grades for six weeks were obtained 
"and averaged, the final experimental group 
of seven women and sixteen men had an 
_ average of 3.21 in the more preferred ac- 
tivity and 2.38 in the-less preferred. Thus, 
the mean difference in score, in favor of 
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the preferred activity, was 83. A one-sided 
t-test of this difference gave a p value of .01. 
But the significance of the above difference 
can be more appropriately and meaning- 
fully expressed by a directional statistic: 
Five of the seven women had higher average 
scores in their preferred activity. Thirteen 
of the sixteen men had higher scores in the 

_ preferred activity. One man showed no 
difference in mean score and two showed a 
higher average in favor of the nonpreferred 
activity. Thus 78.3 per cent of the patients 
had higher average scores in the more pre- 
ferred activity. The probability of such an 
array of scores occurring by chance is three 
in one thousand (one-sided binomial ex- 
pansion test). Thus, we may conclude that 
when individuals are assigned to two widely 
separated activities, in terms of preference, 
the preferred activity will elicit more 
participation. 


RESULTS FOR THE 
NONEXPERIMENTAL GROUP 


Excluding the experimental group, the par- 
ticipation scores for all patients who re- 
ceived a validity score of three, four or five 
were investigated. It was at the extremes 
of preference in the experiment that a re- 
lationship was found between the choices 
and the participation scores. What are the 
results for the less widely separated prefer- 


ences? The participation scores of the non- TA 


experimental individuals assigned to their 
first choice activity were compared to the 
scores of others assigned to a second choice 
activity, etc. These comparisons showed a 
slight relationship between choice and per- 
formance. However, using each individual 
as his own control improved the correlation. 
Sixty-eight patients with validity scores of 
3, 4 or 5 had three or more grades in each 
of at least two activities. Fifty-four and 
four-tenths per cent of the cases showed. 
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higher scores in the more preferred activi- 
ties. For 53 men, the more preferred ac- 
tivity was scored higher 60.4 per cent of the 
time, and for 15 women patients, the per- 
centage dropped to only 33.3 per cent. The 
longer the patients were hospitalized, the 
more accurate the test became as a predic- 
tor. For example, of the 53 men, 11 pa- 


result is in fact typical, it gives the recreator 
an opportunity to select preferred activities 
for a given group and also to work selected 
individuals into this group. For example, 
an individual who had not participated in 
group singing might be motivated if intro- 
duced into a group which expressed a high 
preference for music and similarly high 


tients from the most chronic wards WED, participation. 


compared with the other 42. The pre- 
ferred activity was scored higher 72.7 per 
cent of the time for the chronic patients 
versus 57.1 for the others. Six of these 
chronic patients had validity scores of 4 or 
5 and for these 6, the percentage was in- 
creased to 83.3. This result probably indi- 
cates that patients should be tested after 
some exposure to the available recreational 
activities, and for those individuals who re- 
main in the hospital for a long period of 
time, the test should be readministered if 
it is to be most effective. 


GROUP CHOICE AND PERFORMANCE 


The postulated social interaction phenome- 
non was found: namely, that the average or 
mean choice of a group is a good predictor 
of group performance. For example, if the 
mean choice of a given group for music is 
3.4 and the mean choice of this same group 
for outdoor sports is 5.2 (representing a less 
preferred activity), the average participation 
score for the group will very probably be 
higher in music. It was possible to com- 
pate 10 wards on this basis (both male and 
female). These wards participated in both 


quiet outdoor sports and music. Recreators — 


in sports and music were the same for all 
wards. Eight of ten wards showed higher 
average scores in the more preferred ac- 
tivity; one showed no difference in score; 
and one score was higher for the less pre- 
ferred activity. This finding yields a bi- 
nomial expansion p value of .033. If this 
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SEX DIFFERENCES IN 
PREFERENCES AND PARTICIPATION 


Of the 294 patients who took the test, 78 
per cent of the women but only 30 per cent 
of the men received validity scores of 4 or 5. 
This difference is highly significant. Using 
above average validity scores versus average 
or below and comparing the men with the 
women yielded a corrected chi square of 
26.6 with a p value of <.001. This differ- 
ence probably indicates greater co-operation 
on the part of the women patients, but we 
believe it also signifies a lesser degree of 
psychopathology. 

The preferences of the men and women 
were moderately correlated, Rho = .52; in 
the Jensen-Ramage study (1) it was .51. 
The rank order of preferences for the 
women patients is as follows: (1) quiet in- 
door sports, (2) quiet outdoor sports, (3) 
music, (4) table games, (5) radio, (6) news- 
paper-library, (7) vigorous outdoor sports, 
(8) vigorous indoor sports, (9) hobbies. One 
major difference is in the area of vigorous 
sports which women do not prefer. Vigor- 
ous indoor sports, splitting above the me- 
dian versus median choice or below, gave 
a corrected chi square = 5.3, p = .02. Vig- 
orous outdoor sports shows the same rela- 
tionship. Eliminating vigorous sports, the 
rank order correlation (Rho) between male 
and female choices becomes .92. The men 
show a definite preference for outdoor ac- 
tivities. This may result from the fact 


that the tests were administered in July, 
but the scores of the women patients indi- 
cate no preference for outdoor over indoor 
events. The most significant thing about 
the choices of women patients is their pref- 
erence for quiet sports over vigorous sports. 
(A t-test of this difference gave a p of .01.) 
Women prefer quiet indoor sports more 
than the men (corrected chi square = 43, 
p=.04), and their preference for quiet 
outdoor sports is even more pronounced 
(chi square = 11.0, p = .001). 

There were only 16 individuals who on 
one or more occasions refused to participate, 
and women patients contributed more than 
their share to this number (10.4 per cent 
women and 4.0 per cent men). Seven 
women patients refused at one time or 
another to participate in music therapy. 
Four of the seven listed music as their first 
choice. One prima donna refused to sing 
anything except solos! Also, it will be re- 
called that only one-third of the nonexperi- 
mental female group showed increased par- 
ticipation in the more preferred of two 
activities, 


PATIENT ACTIVITY PREFERENCES 
AND VALIDITY SCORES AS 
PROGNOSTIC INDICATORS 


Twenty-one months after the initial testing, 
the names of all the patients were checked 
to determine whether or not they were still 
in the hospital. A comparison of the pref- 
erences of the inhospital group as over and 
against the out-of-hospital group was made. 
Although the rank order correlation (Rho) 
between the preferences of the two groups 
is high (.82), there was a definite tendency 
for the in-group to express preferences fav- 
oring passive activities (music, for example, 
was first choice for the in-group men and 
fourth choice for the out-group), or con- 
versely, to rank sports lower than the out- 
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of-hospital group. This was the case for 
women also. Here the in-group versus out- 
group Rho was .72. Vigorous outdoor 
sports, to cite one instance, was in fifth 
place for the out-group and was the ninth 
or last choice for the in-group. 

Those patients showing much “disorgani- 
zation of thought” at the time of admission 


(to a neuropsychiatric hospital tend to re- 


main in the hospital longer. We believe 
that the validity score is a measure of 
thought disorganization. To test this as- 
sumption, a comparison was made between 
validity scores and status, either in or out 
of the hospital. Those individuals with 
validity scores of 0, 1, or 2 are much more 
likely to be in the hospital 21 months later 
than those with validity scores of 3, 4 or 
5. This is the case for both the men and 
the women. Forty-five per cent of those 
with validity scores of 3, 4 or 5 are out of 
the hospital 21 months later, while only 18 
per cent of those scoring 0, 1 or 2 are out. 
This also is highly significant, giving a chi 
square of 23.0 and a p of <.001. The rela- 
tionship of validity scores to mental health 
can be shown in another way. The average 
validity score for a privileged ward of 
women was 4.8, for a closed ward 3.2. For 
the men, the average validity score for an 
acute intensive treatment building was 2.6, 
yersus 1.8 for a continued treatment build- 
ing. It seems reasonable to assume that the 
validity score and the previous more diffi- 
cult preference test are to some extent meas- 
uring the same thing or things. This fact 
should be of some importance to the recrea- 
tor. For example, it would appear that 
those individuals with low validity scores 
should, if possible, receive special attention 
and be introduced first to simple, somewhat 
individualistic activities at which they could 
succeed, Also, a long-term program could be 
devised for such individuals with more defi- 
nite goals in mind. At least the recreator 
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would know something of the mental status 
of a patient without recourse to medical or 
psychological reports. 


DISCUSSION 


Only 29 per cent of the patients com- 
pleted the original form of the test in a 
manner considered valid (usable). With 
the new form, 56 per cent (47 per cent of the 
men and 82 per cent of the women) received 
validity scores of 3, 4 or 5. Actually, many 
of the tests with validity scores of 2, and 
some with scores of 1, were of some use 
although incomplete. The relationship for 
men between the preferences of the high 
and low validity groups is shown by a Rho 
correlation of .92. That the revised test is 
measuring about the same thing or things 
that the 1955 test measured is suggested by 
the close agreement between the interest 
tankings of the group tested in 1955 and the 
present group (1957); here the Rho correla- 
tion for men is .93, and .93 for women. 
When individually administered, the test 
can be reliably completed by all co-opera- 
tive patients who are not out of contact. 

It is our feeling that an aversion test 
might have more predictive value than a 
preference test, but because so few individ- 
uals were assigned to low preference activi- 
ties, a statistical case cannot be made with 
our data. There does seem to be a greater 
tendency for low participation scores to be 
associated with extremely low preference 
scores; conversely, it was not as often the 
case for high preference scores to be asso- 
ciated with high participation scores. Until 
more is known about this, it would seem 
advisable not to assign individuals to their 
least preferred activities. 


The test procedure introduces the Rec- 
reation Section to the patient and gives 
his some information as to what is of- 
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fered in the hospital. At the same time, 
it gives the Recreation Section an oppor- 
tunity to purposefully plan a more in- 
dividualized program for the patient. How- 
ever, the test is more useful (predicts per- 
formance more accurately) if it is given 
after the patient has been exposed to the 
available recreation activities. 

Some interest tests may fail to predict 
actual performance because the subjects 
lack certain fundamental skills. A patient 
might well want to play softball, express 
such a preference and yet for want of skill 
not participate in the activity. Seymour, 
Ladd, Samuels, and Taylor (2) have dem- 
onstrated that participation in basketball 
can be markedly increased if basic skills are 
taught. Many of our patients have limited 
educational backgrounds and come from a 
deprived environment, both personally and 
socially. Such individuals have had ex- 
tremely limited recreation opportunities 
and this fact should be considered when ` 
programming for them. 

The finding that the average choice of a 
total group is a good prognosticator of per- 
formance should be explored further. At 
least it is a simple technique for assessment 
of a group and it provides a baseline for 
systematic sociometric investigations. One 
other deduction seems justified. Both men 
and women express low preferences for ac- 
tivities that can be carried out on the wards: 
for example, table games, newspaper-library 
and many hobbies. It might be useful for 
recreators to ask themselves this question, 
“Is the patient able to indulge in this ac- 
tivity on the ward?” What, if any, advan- 
tages are derived from leaving the ward to 
participate in an activity that is, or could 
be, carried out on the ward? Recreators 
might want to think of their activity areas 
as such. It would seem, for example, that 
patient libraries should offer much more 
than an opportunity to read. 
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SUMMARY 


It is a favorable sign for men to prefer active 
sports. Women much prefer quiet sports, 
but those who left the hospital ranked ac- 
tive sports higher than those who remained 
in the hospital. It is quite an unfavorable 
sign for patients to be unwilling to take the 
preference test or to be unable to follow 
the directions. 

It has been shown that a simple prefer- 
ence test is a quite accurate predictor of 
performance at the extremes of individual 
choice and that the average choice of a 
group corresponds well with participation. 
The latter finding indicates that mental 
patients will participate in a number of 
activities. 

Certain sex differences in preferences and 
participation were found, particularly in 
the area of vigorous sports, which men pre- 
fer and women do not, but similarities are 
more typical. However, under all condi- 
tions the preference test did not predict per- 
formance as well for the women as it did 
for the men. 
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The test itself and the validity score, 
when properly used, will indicate something 
of the mental status of a patient and, to a 
certain extent, will predict the length of 
his hospital stay. 
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BENJAMIN MEHLMAN, Px.D. 


Love as the measure of man 


Defining mental abnormality is a complex 
matter, and there is less than unanimity in 
such definitions. None of the definitions 
that have been offered is without its critics. 
Those who would use an approach similar 
to that employed by the physician—a path- 
ological definition, where illness is defined 
in terms of the presence of certain symp- 
toms—run into the difficulty of vast differ- 
ences from one culture to another as to 
what is considered a “symptom.” Those 
mindful of cultural differences who attempt 
to define abnormality in terms of cultural 
context do not escape embarrassments. The 
cultural relativists, impressed by differences 
in small, rural, agrarian, isolated and rela- 
tively static and tradition-bound cultures, 
encounter difficulties when they attempt to 
generalize this approach to a large, hetero- 


geneous, dynamic, mobile society, one com- 


posed of numerous and often conflicting 
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subcultures, and sub-subcultures. Also, this 
position assumes that man is almost infi- 
nitely plastic, a difficult position to main- 
tain in the face of commonalities among 
widely separated and independent peoples 
and cultural revolts within isolated groups. 

Still another problem with the cultural 
relativity approach is that in attempting 
to be valueless and nonjudgmental, it fails 
to offer any frame of reference for evalua- 
tion of the culture itself, and it seems pat- 
ent that not all cultures are equal in their 
encouragement of mental health. 

A third approach, overlapping consider- 
ably with the others, says that the abnormal 
individual is the statistical deviant. Every- 
body is on the same continuum in a spirit 
of togetherness, and mental illness here is 
viewed as but an exaggeration of perfectly 
normal tendencies. But the statistical ap- 
proach is also beset with the problems of 
specifying the shape of the distribution of 
health, the specifics of plotting so complex 
a phenomenon as “personality” and most 
importantly, its failure to recognize the 
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qualitative aspects of health in its haste 
to quantify. 

There are other definitions that have 
been offered of mental health, but the above 
are most frequently alluded to. Sometimes 
insight is emphasized as the touchstone, but 
some neurotics and psychotics have consid- 
erable insight, sometimes more than so- 
called normals. Persons who are healthy 
may not have had to develop the acute 
sensitivity to their own functioning found 
in some mentally ill and in those who are 
undergoing psychotherapy. Occasionally 
somebody emphasizes “survival,” but this 
seems more appropriate for strictly bio- 
logical phenomena than psychological phe- 
nomena. A great many diverse psycho- 
logical types, who are in other respects less 
than adequate, seem to be able to “survive” 
biologically, and even to thrive. 

None of the above approaches to the 
problem of mental health defines it in 
truly affirmative terms. Perhaps an alter- 
native approach, and one worthy of serious 
consideration, would be to define the psy- 
chologically healthy individual as that in- 
dividual who is capable of love. Although 
somewhat different language may be em- 
ployed, this seems to be essentially the posi- 
tion of a number of recent writers, includ- 
ing Erich Fromm (2, 3), A. H. Maslow (6); 
Carl Rogers (10), and Riesman, Glazer and 
Denny (9), and is not inconsistent with the 
writings of some of the existentialists, €.8-, 
Rollo May (7). 

Love here does not mean “romantic love.” 
Nor is it a “sacrificial love,” where the meas- 
ure of love is what the individual is willing 
to sacrifice for the love object. Nor is it 
identical with sex, although it may some 
times involve sex. Neither is love the same 
thing as need reduction, as the neobehavior- 
ists seem to think (8, 12). 

Love is not equivalent to having our 
needs diminished, and since it involves a 
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mature and integrated human, it cannot be 
adequately studied in infrahuman organ- 
isms via motor activity only, as Harlow (4 
5) has recently attempted to do. A need 
reduction view encourages one to think of 
the others as an object, and one can only 
manipulate objects, not interact or love 
them. One may be led by this line of 
thinking, as Winch (14) is, in considering 
mate selection, to a view that persons seek 
within their field of eligibles “for that pêr- 
son who gives the greatest promise of pro- 
viding him or her with maximum need 
gratification,” and from there to seeing sim- 
ilarities in the process of selecting a mate 
and ordering a dinner. A need reduction 
view accounts for “need deficiency motiva- 
tion,” in Maslow’s phrase (6), but not 
“growth motivation,” not behavior that ~ 
arises not out of want but rather out of 
fullness, not out of deprivation but out of 
satiation. 

“Tove,” Fromm says, “is union under the 
condition of preserving one’s integrity, one’s 
individuality,” (3). We might say it is a 
specific manner of relating to others that 
involves taking from others without drain- 
ing or depleting them and giving to others 
without overwhelming or obligating them. 
It occurs in people who are not alienated 
from self, in those whose image of them- 
selves is not seriously discrepant from whom 
they truly are. It is an interaction, thus, 
between psychologically rich, mature indi- 
viduals, making for ever more richness and 
productivity. 

In relating to others, it is associated with 
a number of different characteristics: 

(A) Respect for self and others. The 
person who can love has respect for himself 
and for others. You cannot love another if 
you do not respect him, and you cannot 
love another if you do not love yourself. 
Strange as it may appear, particularly in 
Western civilization, love begins at home. 
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To “love your neighbor as yourself” means 
at the very least that you must love your- 
self if you are to love your neighbor. This 
is not a narcissistic love, which is dynami- 
cally born of hate; it is not an indiscrimi- 
nate approval of all that one does. It can 
mean disapproval, but not the kind of dis- 
approval that destroys; it can mean restric- 
tions, but not the kind of restrictions that 
stultify. 

What does respect mean? It certainly 
doesn’t mean a kind of vacuous tolerance, 
the kind of attitude that we find cultivated 
‘in masses of Americans who see equal good 
in all religions, equal good in all men, 
equal good in all ideas. Obviously, not all 
religions, men and ideas are equally good. 
It certainly does mean a kind of selectivity 

and ability to discriminate. 

Since the healthy person, or the person 
who can love, is not utterly, desperately de- 
pendent upon the moment-to-monent sanc- 
tion of his social group, he can see more 
deeply into the essential nature of things. 
Since he doesn’t have to be guided only, or 
Most importantly, by the feedback from his 
audiences, he can be more open to his inner 
experience. And this inner experience 
necessarily involves discriminations. We 
cannot know love unless we know hate; we 
cannot know good unless we know evil. 
And being sensitive to his own inner experi- 
ence necessarily means he can be more 
sensitive to the inner experience of others. 
He can experience others not as objects to 
be manipulated or controlled or as com- 
modities to be exchanged, but rather as 
complex tapestries of values and attitudes, 

We cannot, then, have love without a 
critical—not in the sense of damning—ap- 
praisal. Respect refers to this critical ap- 
praisal and connotes, in a basic sense, a 
trust (but a selective one) of others because 
there is a sharper attuning to reality. 

(B) Responsibility. The healthy person 
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can “own his behavior,” i.e., he experiences 

himself as, and is, in control of his own be- 

havior. It was not his fatigue that made 

him do this but he who interpreted his 

fatigue as issuing in such and such behavior, 

His headache did not prevent him from 
coming to the party. It was he who inter- 

preted his headache as an obstacle to com- 

ing to the party. The essential causes for 

his psychological behavior, in other words, 

lie not outside of him but inside of him 

and, in fact, are identical with and reveal 

his Self. He is not a what; he is a who. 

From this point of view, “no man can make 

of me a slave; only J can allow him to make 

me a slave by behaving in a slave-like | 
fashion.” Whenever he acts then, in the 
sense of expressing an inner state or en- 
gaging in behavior that has some intended 
consequences, the healthy person takes re- 
sponsibility for his behavior. 

The whole matter has been nicely put by 
Jean Paul Sartre (11): 

“There are alarm clocks, signboards, tax 
returns, policemen—so many barriers 
against dread. But as soon as I am sent 
back to myself, I suddenly find myself to 
be the one who gives its meaning to the 
alarm clock; who forbids himself, at the 
instance of the signboard, to walk on a 
lawn; who lends its urgency to the chief's 
orders . . . I emerge alone and in dread in 
the face of the unique and first project 
which constitutes my being; all the barriers 
go down, annihilated by the consciousness 
of my liberty. I have not, nor can I have, 
recourse to any value against the fact that 
it is I who maintain values in being; noth- 
ing can assure me against myself. Cut off 
from the world and my essence by the 
nothing that I am, I have to realize the 
meaning of the world and of my essence: I 
decide it alone, unjustifiable, and without 
excuse.” ; 

(C) Alone. One of the more salient char- 


“acteristics of the healthy individual today is 
his ability to be alone. The “other-directed 
men” of Riesman, Glazer and Denny (9) or 
the “organization men” of Whyte (13) or 
the marketing men of Fromm (1) cannot 
tolerate solitude for it robs them of the so- 
cial cues that are the key to their survival 
as types. They gravitate to groups of one 
sort or another, almost any sort—the Lions, 
Elks, Moose, Deer, Geese, Mice. They 
avidly read the “‘peephole reporters” for the 
vicarious thrill it affords for, among other 
things, it unmasks the privacy of others. 
The radio blares incessantly, similating the 
presence of others. The prime function of 
the school system becomes that of enabling 
people to adjust to each other, not of en- 
larging and deepening our intelligence. 
Committees and “brain-storming” become 
substitutes for thought. No Thoreau here. 

The point here is that we do each live in 
a subjective island from which there is no 
escape, and we do often pass each other in 
a psychological darkness. The inner re- 
cesses of our being cannot be known only or 
even best in groups. This flight from con- 
tact with ourselves, which is perhaps the 
dynamic behind much of our social ac- 
tivity, testifies eloquently to the impoverish- 
ment of the Self. The alienated individual 
has to drown himself in activity to avoid the 
painful possibility of confronting himself. 
Fromm advocates, at one point in The Art 
of Loving (8) that we take 20 minutes each 


day to do nothing. And, paradoxically , 


enough, this period of solitude may help to 
sometimes disturb but also to illuminate 
and extend our experiences in our inter- 
actions. 

There are other characteristics which are 
significant—such things as spontaneity, 
creativity, existential living (ie, neither 
overly burdened by the past nor excessively 
mortgaged to the future), trust of Self (i.e. 
the courage to make mistakes), integrity, 
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being moral without being moralistic, real- 
ization of potential, etc. These character- 
istics are complexly interwoven with each 
other and with the healthy person's love. 
Healthy love is not possible with alienation . 
from the Self. The person who can love is 
true to himself, and because he knows and 
is true to Self, he can know and be true to 
others. He is not alienated from Self and 
so does not have to create conditions that 
create alienation in others or further aliena- 
tion in himself, The secretly rejecting 
mother who no longer has to deceive her- 
self regarding her love for her child can, 
paradoxically, grow to love the child more. 
The man who no longer has to deceive him- 
self regarding his courage, can, paradoxi- 
cally, become more valorous. Perhaps many 
of those persons who are called ill and many 
others who “pass” for normal among us, are 
alienated individuals, persons whose images 
of themselves are quite incongruous with 
what they are. Perhaps many who have 
been institutionalized are simply those 
whose images are blatantly unorthodox or 
who have not attained the social or power 
positions which would obscure their 
madness. 

It would seem that alienation is not pos- 
sible in cultures where the possibilities of 
individuation are not present, where cus- 
tom has become so encrusted that person- 
ality, in the sense in which we see it in 
Western civilization, has not been able to 
crystallize. But it also seems that in our 
own culture, in a mercantile age where de- 
ception abounds, that alienation is particu- 
larly likely. After all, we do have adver- 
tisements that falsely proclaim products; we 
do have the spectacle of ghost writers au- 
thoring the major addresses of high execu- 
tives; we can use installment buying to give 
the illusion of income; television programs 
do use false applause. Even the body can 
be made to deceive, for we have false hair, 
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teeth, shoulders, breasts, calves. There 
should be little surprise to find false Selves 
present too. 

In an age of deception, the antidote is 
candor. In psychotherapy a good deal of 
effort is spent, although called by different 
names, in reaching the point where the 
client can confront himself as he really is, in 
bringing him to the point where he can be 
free from the cruelest of all deceptions— 
self-deception. Stripped of pretense, naked 
before himself, seeing himself and accepting 
himself for what he truly is, he can begin 
to love. And in love he can see himself, 
and others, in fullest measure. If man is 
the measure of the universe, then love is 
the measure of man and the hope of man- 
kind. 
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GEORGE GERBNER, Pu.D. 


The “psychological trend” in mass com- 
munications and popular culture has been 
the subject of much stimulating discussion 
but little objective study. As part of our 
research on communications problems in 
the area of popular conceptions of mental 
health, we gathered information about cer- 
tain aspects of the currents of attention de- 
| yoted to psychological and mental illness 
topics in the mass media. 

Our search for centralized sources of in- 
formation about media content led to stand- 
ard reference guides as indicators of the 
availability of printed material under rele- 
vant headings over periods of time. But 

who indexes movies and television pro- 
grams? The answer we found is: the cen- 
sors. Censorship is conducive to a cen- 
| tralized record keeping and classifying not 
found anywhere else in the industry. With 
information collected from these sources We 
were able to trace the ebb and flow of at- 
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tention devoted to mental illness topics and 
the mental health professions in popular 
magazines over the last half century, in the 
New York Times since 1913, in feature 
movies since 1944 and on television since 
1954. 

Since our vantage point is primarily that 
of communications research, we shall not 
attempt—but wish to invite—interpreta- 
tion of our findings in terms of the history 
of the mental health movement or of the 
professions concerned. We shall limit our- 
selves to reporting the findings and shall 
conclude with a few suggestions pertinent to 
mass communications theory and public 
information strategy. 


Loa 


Dr, Gerbner Gs Research Associate Professor at the 
Institute of Communications Research, University 
of Illinois, Urbana, Ill. 

This study was part of a project conducted under a 
grant from the National Institute of Mental Health. 
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POPULAR MAGAZINES 


The Readers Guide to Periodical Litera- 
ture was examined for policy, format, ty- 
pography and general consistency of index- 
ing over the years. Preliminary calculations 
indicated that the few changes that did 
take place had no substantial effect on 
the relative proportions of articles indexed 
under any one topic. Multiple listings of 
articles appeared negligible. Changes in 
subject headings did, of course, complicate 
the task of tabulation, but tracing these 
changes yielded clues to changing emphases. 
We shall anticipate the next section by 
noting that the same procedure was fol- 
lowed with respect to the New York Times 
Index from which we derived our estimate 
of trends in the Times’ coverage of our sub- 
jects. The general stability of indexing 
policies and the apparent consistency of our 
findings across the media suggest that, 
within their proper limits and with certain 
cautions, these reference tools can be used 
for the assessment of trends in the avail- 
„ability of materials on selected topics. 
` The Reader’s Guide, of course, does not 
index all popular magazines, and the New 
York Times Index covers but a single news- 
paper. But the 100-odd magazines indexed 
in the Reader's Guide for over half a cen- 
tury include most of the major magazines 
libraries consider to be of lasting value. 
Listings also mean, therefore, availability 
in libraries across the country. Similarly, 
the New York Times Index opens channels 
of information beyond the actual coverage 
of the Times. It also provides us with a 
comparison of magazine and press policies 
in regard to our subjects. 


ee) 
1Lawler, John, The H. W. Wilson Company; Half 
a Century of Bibliographic Publishing (Minneapolis: 
The University of Minnesota Press, 1950), p. 106. 
See Chapter VII for a more detailed discussion of 
manng policies. 
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The subject headings examined in each 
volume of the two indexes were those we 
thought to be most directly relevant to 
mental illness, psychiatry and psychology. 
Our criteria of relevance had to be arbi- 
trary. We included headings such as am- 
nesia and hypnotism because of the role o 
these subjects in popular fiction and drama. 
We excluded child study and its predeces- 
sors because it led us too far afield. The 
final list may be subjected to criticism for 
a number of reasons, but it appeared ade- 
quate for our purposes. Also, preliminary 
computations indicated that the addition or 
substitution of closely related subjects 
would not have materially altered our 
general results, 


SUBJECT HEADINGS 
IN THE READER'S GUIDE 


The geneology of subject headings pre- 
sents a study in shifting concepts and evolu- 
tion of terms. I 

Subject headings in periodical reference 
guides are not easily changed. Many librari- 
ans rely on these guides for their own © 
indexing procedures, and a change in head- 
ings involves costly revision of files. Sub- 
ject heading in the H. W. Wilson periodical 
indexes reflect: (a) common usage of terms, 
(b) professional usage in the specialized 
fields, and (c) the editors’ striving for con- 
sistency and permanence amidst the se- 
mantic flux of our times. Asked about her 
policy in regard to outmoded headings, the 
editor of the Readers Guide once com- 
mented: “When I shudder at them and 
can’t stand them any longer, I finally change 
them.” 1 

Only six of the complete list of 43 head- 
ings appeared in the first (1900-1904) bound » 
volume of the Reader’s Guide. They were: 
Insanity, Insane Hospitals, Idiocy, Defec- 
tive Children, Hypnotism and Psychology. 


The number of headings more than 
"tripled by 1910. Mental Hygiene and Men- 
|» tal Disease (the latter changed to Mental 
Illness in 1955) joined Insanity to furnish a 
substantial amount of listings through the 
years. Defective Children merged into De- 
fective Classes, then Defectives, which, to- 
gether with Feeble-Minded, became Men- 
tally Handicapped in 1957. Abnormal 
Children and Backward Children split off 
from Defective Classes. Insanity and Crime 
was initiated, and Amnesia began as a sepa- 
rate heading. 
Mental Healing began as a major heading 
(to be changed to Psychotherapy in 1941), 
and Psychoanalysis was initiated. “Psycho- 
logical” specialization began: Pathological, 
Physiological, and Educational subheadings 
were soon joined by Research and Experi- 
mental. Psychologist originated in 1910, 
and Psychological Examination in 1915. 
~ The end of World War I found Psycho- 
logical (later Psychiatric) Clinics and Indus- 
trial Psychology added to the list. The late 
twenties contributed Neurosis, Mongolism, 
Psychopathic Wards, and Psychiatry itself. 
The last, started in 1929, subsumed most 
of the listings previously under Psychology, 
Pathological. 

The only new headings started in the 
thirties were Exceptional Children (later 
to absorb Abnormal Children) and Insane 
(later Mentally Ill) Care and Treatment. 
World War II added Psychological War- 
fare, and Psychiatry-Military. Its after- 
math might have been reflected in the addi- 
_ tion of Therapy to Mental Disease (later 
© Mental Illness), of Psychiatric Employees to 
Insane (now Psychiatric) Hospitals, and in 
the initiation of Psychiatrist, Child Psychi- 
| atry, and Psychoanalysis and Religion. 

_ Changes in terminology (such as Mental 
Illness for Mental Disease and Insanity, 
Mentally Handicapped for Feeble-minded 
"and Defectives) marked the indexing trends 
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of the 1950’s, along with new subheadings 
on Diagnosis, Therapy, Rehabilitation, and 
Social Aspects, under Mental Illness. 


General trends 


There is little point in proving that the 
total number of articles written on mental 
illness, psychiatry, psychology (and many 
other subjects) increased in the last half . 
century. The more significant question is 
how the number of such articles changed, 
if at all, in relation to all other topics 
magazines write about. 

The Reader’s Guide already provides a 
“sampling” of periodical literature; any 
subsection of its listings is weighted to some 
extent by the limitations imposed on the 
whole. But there is still the possibility 
that changes in the number of articles listed 
under selected headings reflect changes in 
these overall limitations—such as the num- 
ber of periodicals indexed or the total size 
of a volume—rather than real changes in 
relative proportions. 

We accounted for these possibilities by 
computing trends three ways. First, we 
obtained simple yearly averages (number of 
articles listed in bound volume divided by 
the number of years covered). Next, we 
divided this by the number of periodicals | 
indexed in each volume. Third, we divided 
the yearly averages by the number of pages 
contained in each volume. 

The yearly averages show an overall 
climb in the total number of articles in- 
dexed under our selected headings, with 
the last three volumes containing about 
three times as many relevant articles as the 
first three volumes, and the sharpest decline 
occurring in the early thirties. 

When the number of articles is weighted 
by the number of periodicals indexed, 
which, incidentally, has been quite stable, 
we find a similar curve. The rise from the 
first to the last three volumes was only two 


91 


and one-third, but there were no reversals 
in trend when the number of periodicals 
indexed was taken into account. 

Weighting by the number of pages con- 
tained in each volume of the Reader’s 
Guide changed the overall upward trend; 
it appears that popular magazine articles 
on mental illness, psychology, psychiatry 
and related subjects did not increase in 
number in relation to articles on all other 
subjects listed in the Reader’s Guide in the 
last 59 years. 


The year-to-year trends, however, are the 
same, regardless of the way they are com- 
puted. For example there is a striking 
similarity between our graphs and the eco- 
nomic trends of the nation. Popular in- 
terest in (or exposure to) articles on mental 
illness, psychiatry and psychology appears 
to rise in war and prosperity and fall dur- 
ing depression or recession.2 


THE NEW YORK TIMES 


Our historical survey of press coverage was 
limited to stories published in the New 
York Times and listed in the New York 
Times Index, published since 1913, under 
headings identical or similar to those 
studied in the Reader’s Guide. The method 
of measurement was in standard pages and 
fractions of pages of the Index occupied by 
story listings under these headings. 


ae ee a WARNS Y aleio 
2The magazines which accounted for 64 per cent 
of all listings for the entire period were, in order 
of frequency of articles: Science News Letter, Science 
Digest, Time, Newsweek, Reader’s Digest, Today’s 
Health, Life, Coronet, New York Times Magazine, 
The Saturday Review, Scientific American and the 
Saturday Evening Post. 

8 The “standard page” was the 1950-1958 average 
of 2,403 words per page. This method was used to 
eliminate the effects of type and format changes in 
the bound volumes. 
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An examination of trends in coverage in 
the New York Times and of the frequency 
of magazine articles weighted by the num- 
ber of periodicals indexed in the Reader's 
Guide shows that the ups and downs were 
earlier and more violent in the newspaper, 
as we might expect, especially in compari- 
son with a composite index of many maga- 
zines with different editorial policies and 
publication dates. 

The high peak around 1925 reflected a 
rash of legal, institutional and crime stories 
about insanity, an apparent preoccupation 
with “religious manias” and with the sup- 
posed (harmful) effects of prohibition on 
mental illness. The similar highpoint in 
1948 was the result of news about postwar 
international developments, about stepped- 
up legislative and organizational activities 
and of the growing impact of studies of the 
causes of Army draft rejections. The news 
values of these subjects apparently sur- 
passed their usefulness as materials for mag- 
azine articles; the magazine trend shows 
relatively slight humps for these two 
periods. 


MOVIES 


The Production Code Administration of 
the Motion Picture Association of America, 
Inc., places its Seal of Approval on about 
95 per cent of all commercial movies ex- 
hibited in the United States. In the course 
of its review, the PCA also classifies each 
film by “type,” “significant story elements” 
and other categories. 

One category of film “types” is “‘psycho- 
logical.” While less than four out of every 
hundred feature films fell into the category 
of “psychological” in the period from 1944- 
1954, the output of “psychological” movies 
ranged from 28 in 1947 to none in 1954. 

Another, less exclusive, classification is 


one which notes “significant story elements” 


in each film. A yearly count of these from 
1950 through 1958 shows that nearly one in 
ten films contained significant “psychologi- 
cal” story elements in the opinion of the 
PCA coder. The “psychological” elements 
rose to a high of 18.4 per cent of all films 
released in 1951, fell to a low of 2.3 per 
cent in 1954, and rose again in 1957. 

A check on the types of films most likely 
to include significant “psychological” story 
elements showed murder mystery leading 
with 40 per cent of such films (but only 17 
per cent of all films). Science fiction and 
horror films accounted for 11 per cent of 
those involving “psychological” story ele- 
` ments (but only 4 per cent of all films). 


TELEVISION 


Our estimate of trends in the portrayal of 
mental illness and mental health profes- 
sionals on television came from the files of 
a network censor. It is limited to filmed 
programs, both old movies and filmed TV 
shows selected from a clearance file which 
contains a record of all films screened for 
telecast over the network. This record in- 
cludes a brief synopsis of each program and 
of censorship action taken, if any. Thus, we 
could tabulate the incidence of filmed pro- 
grams containing relevant themes or por- 
trayals significant enough to be noted in the 
synopses. 

Beginning in appreciable numbers in 
1954, the frequency of relevant material 
screened for network telecast came to a 
peak in 1957, then declined. 

A check on the censor’s own classification 
of relevant programs revealed that mental 
illness themes and portrayals were most 
likely to occur in TV “drama” (54 per cent) 
and mystery (28 per cent) and in feature 
movie mystery (47 per cent) and “drama” 
(20 per cent), s 
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CONCLUSIONS 


Despite obvious differences (attributable to 
certain characteristics and business condi- 
tions unique to each medium) there are 
broad similarities among the mass media in 
the amount of attention devoted to our 
topics. 

These similarities appear to be anchored 
in basic productive developments of society. 
The psyche seems to receive a greater share 
of attention when Johnny goes marching 
off, or moves to the suburbs, or buys a new 
car, than when he might be concerned about 
a job, or the rent, or the monthly payments. 
Virtually every lowpoint in relevant output 
marks a depression or recession; this is true 
also when relevant material is measured as 
percentage of total output. 

Trends in news and other nonfiction are 
not independent from currents in popular 
fiction and drama. Information and edu- 
cation might not be so far removed from 
what we call entertainment and escape as it 
is commonly supposed. It may be that we 
do not really “escape” the concerns that 
loom large in the “reality material” of 
news and nonfiction when we turn to en- 
tertainment but only transform them into 
conventionally stylized fictional and dra- 
matic forms. 

Any attempt to communicate ideas or 
change attitudes about mental illness and 
the mental health professions calls for a 
broad concern with the full cultural con- 
text in which messages and images are per- 
ceived. Limiting the concern to tactics of 
message-manipulation or to strategies of 
presenting information alone are likely to 
be inadequate to the task. 
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BEULAH PARKER, M.D. 


The value of supervision in training 


psychiatrists for mental health | 


There are various schools of thought on the 
most effective way to use a psychiatrist in 
mental health teaching and consultation 
with community agency personnel. In 1956 
the Community Services Division of the 
California State Department of Mental Hy- 
giene supported a two-year program to 
show that a particular philosophy of con- 


Dr, Parker is Clinical Instructor in Psychiatry and 
Lecturer in Mental Health at the School of Public 
Health, University of California, Berkeley. She is 
also a consultant to the guidance staff of the Berke- 
Jey Public School system. 

‘This paper was written as part of a report on a pilot 
project on the use of psychiatric consultation by a 
local school system. The pilot project was sup- 
ported by the State of California. 

1 Parker, Beulah, “Psychiatric Consultation for Non- 
psychiatric Professional Workers,” U. S. Public 
Health Monograph #53, published under the aus- 
pices of the National Institute of Mental Health, 
1958, 
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consultation 


sultation which had previously been used 
successfully with public health nurses could 
be applied to public school teachers. 

A detailed description of this philosophy 
has appeared in a previous publication.* 
Briefly, it assumes that personnel who have 
not received psychological orientation as a 
specific part of their professional training 
will profit most from learning about nor- 
mal and abnormal psychological develop- 
ment, behavioral motivation and patterns 
of emotional expression if such learning 18 


kept closely related to practical problems _ 


encountered on the job. Particular pro- 
fessional groups have certain areas of need 
for help which are specific to their type of 
work, A consultation program must 1m- 
clude both education of the personnel 


along the lines most useful to them and’ 


an opportunity for them to experience the 
helpful effects of psychological insights 
within the framework of a group which has 


supportive leadership by a psychiatrist. Cer- 
tain techniques and special knowledge 


" about the group to be served are necessary 


to the psychiatrist who undertakes leader- 
ship. 
It is possible for trial and error gradu- 


"ally to acquaint the psychiatrist with the 


special needs and attitudes of particular 
groups, but the process of trial and error 
contains certain hazards to the morale of 
the psychiatrist and to the ultimate goal 
of a consultation program. Psychiatric ma- 
terial has a tendency to create anxieties 
and resistances in people who are unaccus- 
tomed to focusing on awareness of emo- 
tional processes. Presentation of this type 
of material to untrained groups, without 
some foreknowledge of how to make it ac- 
ceptable, may inadvertently strengthen pre- 
existing antagonism—or create it anew 
to the whole field of psychiatry and make it 
difficult for a psychiatrist to demonstrate 
the usefulness of his specialized knowledge 
to workers in other fields. 

At the request of a local school district 
for a volunteer psychiatrist, the East Bay 
Psychiatric Society formed a committee to 
study the problems of offering consultation 
services to community agencies. The com- 
mittee studied the needs of the particular 
school district as part of a larger problem 
of consultation in general. 

It was felt that: 

(1) A psychiatrist in this kind of work 
should be compensated financially for his 
time in order to insure a stable, ongoing 
identification with his job; and 

(2) He should be trained specifically for 


‘work with personnel of the particular 


agency in question. 

It was felt that to be a good consultant a 
Psychiatrist must possess certain skills and 
attitudes beyond technical proficiency in 
the professions of psychiatry and/or psy- 
choanalysis, Even though psychiatrists have 
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traditionally considered agency consultation 
to be a part of their professional function, 
they frequently fail to meet the needs of 
workers because they do not fully recognize 
the implications of conditions existing in 
specific types of agencies which have 
various types of traditional attitudes and 
patterns of functioning. This is even more 
true when they consult with personnel 
whose professional training is unfamiliar 
to them. They must often learn a whole 
new set of consulting techniques when 
working with such groups. 

The committee considered that a useful 
method of mental health teaching and con- 
sultation in a school system is one in which 
the psychiatrist consults with groups of 
teachers. Subject matter is raised primarily 
by the group members, and teaching of 
theory is kept closely related to practical 
problems encountered by teachers. This 
kind of consultation involves a technical 
process which should be clearly distin- 
guished from “group therapy” and “group 
dynamics.” Discussion is intended to be 
primarily content-oriented. Focus upon the 
attitudes of group members themselves is 
discouraged but may take place under 
special circumstances. , 

In training the consulting psychiatrist, 
use of supervision was considered an impor- 
tant part of the program. Funds were 
allocated accordingly by the state. The 
training psychiatrist was defined as an ex- 
perienced member of the psychiatric profes- 
sion who also had skills and experience in 
consulting with nonpsychiatric professional 
groups. Her function was to instruct and 
clarify with the consultant in technical 
problems of consultation. 

Some readers may wonder whether there 
is sufficient value in this double use of psy- 
chiatric personnel to warrant the additional 
cost. Since all experienced psychiatrists 
have essentially comparable knowledge of 
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mental processes and pathology, it might be 
assumed that their training for consultation 
with nonpsychiatric personnel is also com- 
parable and the use of a training psychi- 
atrist redundant. 

It is, however, important to recognize 
that the usual training and experience of a 
psychiatrist does not necessarily prepare 
him for certain aspects of consultive work. 
His previous professional attitudes may 
even be a handicap in some respects. 

There are four major areas in which 
difficulties may arise: 

1. Inexperience with techniques for han- 
dling groups; 

2. Lack of knowledge about the job prob- 
lems and attitudes of certain professional 
groups as a whole; 

3. Biases arising from previous methods 
of functioning as psychotherapist to indi- 
viduals; and 

4, Anxieties and unconscious blocks to 
his own functioning which arise specifically 
from the assumption of a new role. 

I shall take up each category briefly and 
attempt to show—with examples from this 
particular program with teachers—how a 
psychiatrist experienced in working as con- 
sultant to specific professional groups may 
shorten the apprenticeship of another psy- 
chiatrist in a type of experience new to him. 

To ensure clarity in the use of terms 
throughout this paper, “consultant” will 
indicate the psychiatrist who works with 
groups of teachers and “training psychi- 
atrist” the one with experience in this type 
of work. 

As mentioned above, the average psychi- 
atrist lacks skills and information necessary 
to the conduct of group consultation. Tech- 
niques for conducting discussions with sev- 
eral people differ in many ways from those 
necessary in handling a one-to-one doctor- 
patient relationship geared explicitly to ex- 
ploration of the intrapsychic structure of 
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one individual. A “normal” group contains 
individuals with greatly varied personal 
psychodynamics and degrees of readiness 
for emotional insights. It is important to 
learn to gauge levels of readiness in any 
group for particular types of content and 
to control the degree of anxiety aroused in 
individual members, while still remaining 
focused on a professional problem involv- 
ing the whole group. The training psychi- 
atrist makes use of his own previous experi- 
ence in consultation to base theoretical 
teaching of consulting skills on specific 
problems presented by the consultant, just 
as the consultant bases his teaching on ma- 
terial presented by teachers. 

Work with a specific professional group 
also necessitates knowledge of attitudes, 
roles, traditions and areas of anxiety com- 
mon to that type of group. Certain kinds 
of hierarchical structures, such as those ex- 
isting in most agencies, bring with them 
typical reactions and ways of handling 
learning situations which have become 
characteristic of members of those agencies, 
regardless of individual personality struc 
ture, Certain types of questions are raised 
whenever consultation is available to mem- 
bers of that group, and certain kinds of 
material create predictable reactions. 

To use teachers as an example, antago- 
nism will be aroused regularly by anything 
that is interpreted as an underestimation of 
their “common sense” and knowledge of 
child psychology. Many teachers, in the 
course of their working experience with 
children, develop an intuitive awareness of 
emotional reactions and practice “psycho-, 
logically correct” ways of handling behavior 
without any theoretical understanding of 
what they are doing. On the other hand, 
many teachers handle behavior by tech- 
niques which bear no relationship to the 
underlying motivation for children’s ac 
tions: The psychiatrist can learn to phrase 
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his remarks in such a way as to avoid pre- 
cipitating defensive reactions and thus fa- 
“cilitate receptivity for learning. 

Many ideas accepted by the psychiatric 
and allied professions have been acquired 
through long and patient familiarization 
with unconscious material. When such 
4 concepts are glibly presented to untrained 


one of incredulity and hostility. For in- 
~ stance, the idea that parents may have di- 
| rect sexual impulses toward their children, 
"or vice versa, is abhorrent to most teachers 
and may retard their ability to trust in the 
rationality of the psychiatrist. Aspects of 
= parent-child relationships which are recog- 
nizable as intensifications of common €x- 
perience are, however, usually accepted 
_ without protest and may be used to get the 
"basic idea across without offending the 
personnel. 

Traditional prerogatives may be threat- 
ened by presentation of a new view on be- 
havior and motivation. There may be con- 
siderable resistance on the part of school 
personnel toward seeing as “illness” be- 
havior which has customarily been treated 
by disciplinary methods. 

Conflicts around the setting of limits are 
universal among teachers of all age groups 
up to and often including university level. 
_ The importance of maintaining a “quiet 
classroom” is traditionally stressed in 
teacher training and required by supervi- 
_ sors. Recently, however, “permissiveness” 
; has achieved status in the psychologically 
_ Oriented literature. The teacher frequently 
_ feels caught between two opposing philoso- 
= phies. She automatically assumes that the 
_ Psychiatrist will not understand her prob- 
lem and reacts defensively whenever dis- 
ciplinary measures come into question in 
any way. 
f Many a counselor sees it as his preroga- 
tive to instill moral and religious values into 
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groups, the reaction is almost universally ’ 
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children. If this concept comes under dis- 
cussion in pointing up the value of a dif- 
ferent type of functioning, the counselor 
may feel his status in the hierarchy to be 
weakened and become resistant to what is 
being learned. 

Such reactions as these—and many others 
—can best be handled by the consultant if 
he anticipates them through discussion with 
a training psychiatrist. 

We come now to the second category of 
difficulty, that of bias arising from previous 
experience as a psychotherapist. 

In the role of psychotherapist to an indi- 
vidual, the doctor must focus primarily on 
the intrapsychic problems of that one per- 
son. Although he must understand the 
patient’s relationships to people in his en- 
vironment, the impact that he has on others 
must be considered largely from the stand- 
point of how it affects the patient. In a 
one-to-one therapeutic interaction with his 
patient, the doctor is geared to seeing things 
through the patient’s eyes, helping him to 
eliminate distortions in his view and to 
become aware of his feelings. 

Direct verbalization of conflicts and reac- 
tions is explicitly recognized by both mem- 
bers of a therapeutic relationship as neces- 
sary to the task for which they have come 
together. The doctor may estimate a pa- 
tient’s treatableness by the degree to which 
the patient is willing and able to recognize 
the nature and extent of his involvements 
with others. 

A psychiatrist who comes from this kind 
of climate into group work may have some 
difficulty in readjusting his view of his role. 
Frequently, at the same time he has to be 
aware of the needs of not one but several 
“patients”: the “case” under discussion, the 
discussing group as an entity and individual 
members within that group. He must main- 
tain his basic therapeutic attitude and 
awareness of the sources of individual anxi- 
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ety, but must also take on the functions of 
an educator and discussion mediator. 

Because of his long-term interest in dis- 

turbed individuals, a doctor working with 
teachers may consciously or unconsciously 
be aligned with a problem child, thus los- 
ing sight of the needs and conflicts of those 
who are trying to deal with the child in a 
classroom setting. Awareness of the needs 
of such a disturbed individual, with knowl- 
edge of how important a teacher may be to 
him, sometimes creates a tendency for the 
psychiatrist to emphasize what the teacher 
can do for the child, forgetting that the 
very awareness of her value in this respect 
may enhance the anxiety of the teacher 
herself. She is probably already feeling in- 
adequate to meet the needs of the whole 
group which is being disturbed by the indi- 
vidual, and she may be in conflict between 
her anger at the child and her desire to 
help him. 
The psychiatrist's job is a delicate one. He 
Must try to soften the impact of the dis- 
turbed behavior on the teacher by making 
her understand reasons for the seemingly 
irrational attitudes of the child, and at the 
same time he must help her to handle her 
own feelings. He must strengthen the 
teacher’s sense of adequacy even if in so 
doing he at times runs counter to what 
would be’ ideal from the child’s point of 
view. Thus his allegiance may be divided 
and his own self-esteem undermined. 

The psychiatrist's view of the therapeutic 
interaction must also be altered. There is no 
longer an explicit acceptance on the part of 
“a patient” that self-awareness is an impor- 
tant part of the contract. Often the exact 
opposite is true. The groups have come 
together with the assumption that focus will 
be on work problems and the understanding 
of other people’s emotional reactions. If 
material arises in the group which can best 
be clarified by some exploration of a teach- 
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er’s feelings, the consultant may at times 
feel that these feelings can be discussed, 
Whether he does so will depend on whether 


a e 


a firm, positive working relationship with ` 


the group has been established. The suc- 
cess of the discussion will depend on the 


j 


skill with which the consultant handles it — 


in a nonpunitive, nonthreatening way. 

Discussion of the attitudes of teachers and 
their emotional involvements in the prob- 
lems of their pupils, if carried out before a 
relationship of trust and co-operation has 
been created in the group, will create a 
great deal of hostility and resistance to the 
whole idea of psychiatric consultation. 
Tests, given at the onset of this program 
to explore the attitudes of teachers, caused 
recognizable hostility and resistance which 
retarded the function of most groups dur- 
ing the first year. It will be important 
to evaluate whether enough was gained 
from the test results to warrant the threat 
imposed by the feelings that the individual 
participants of the groups were themselves 
to be under scrutiny for psychological 
reactions. 

In view of the fact that willingness to de- 
velop self-awareness on the part of individ- 
uals with whom he is dealing is an impor 
tant value to the psychiatrist because of his 
previous experience, he may have a tend- 
ency to see as “pathology” the normal re- 
luctance of group members to expose their 
anxieties in the presence of their colleagues. 

In general, if a psychiatrist is accustomed 
to certain types of reactions and motivations 
in patients and looks for them in members 
of the group, he may see as “normal” those 
attitudes which correspond with his expe 
tations when actually the opposite may be 
the case. For instance, in the opinion of 
the training psychiatrist, the one group out 
of six in the present program which ac 
cepted testing without protest seemed 
clearly to be denying their anxiety by 1° 
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tellectualization, and were reacting far less 
“normally” for a group of teachers than 
those who complained. The discomfort 
shown by a number of older educators in a 
highly unstructured discussion seemed 
quite expectable in members of a profession 
which, to a large extent, uses didactic and 
content-oriented teaching methods. A sim- 
ilar degree of discomfort shown by a patient 
in individual psychotherapy would be eval- 
uated by different criteria. 

A group of teachers showed. evidence of 
resentment and nonco-operation which 
seemed irrational to the consultant because 
participation in the groups was supposedly 
on a voluntary basis. Through discussion 
with the training psychiatrist, it eventually 
became clear that their reaction was related 
to the fact that this group, to a greater ex- 
tent than any other, was meeting “on their 
own time” because other commitments of 
the psychiatrist left no other hour available 
to them. Until this point was clarified, he 
was searching for roots of the problem in 
the influence of certain group members who 
gave evidence of personal pathology. His 
professional experience with personal path- 
ology tended to obscure other factors in the 
dynamics of the group. 

It is the training psychiatrist's job to point 
out such evidences of bias as appear in the 
material presented by the consultant, de- 
emphasizing focus on the pathology of in- 
dividuals in the groups and emphasizing 
concern with group reactions and interac- 
tions which may interfere with receptivity 
to mental health education. Many of these 
reactions may be common to a majority of 
members of a particular profession such as 
teachers. 

We come now to the third area in which 
Supervision is important to a psychiatrist in 
the process of learning a new role. Anxie- 
ties and blocks to functioning, generated 
by the new role itself, may be alleviated 
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through discussion with someone who is 
emotionally uninvolved with the group. 

In a hierarchical structure consisting of 
people who are trying to help others with 
their problems, certain sources of anxiety 
are inherent in the positions at each level. 
At each level, the selection of problems for 
discussion is determined in part by uncer- 
tainties which may relate to relationships 
other than the one being described. A 
teacher's description of difficulties a child 
is having with her may at the same time 
reflect concern about a similar type of diffi- 
culty which she is having with her princi- 
pal, supervisor or consultant. 


As an example, one group of teachers 
who were themselves in conflict about the 
new ideas they were beginning to get from 
the discussion sessions, chose to discuss 
“readiness of adolescents for a change of 
attitude” just at a time when their own 
readiness for change was an important fac- 
tor in the dynamics of the group. A group 
of principals expressed-fears about the reac- 
tions of teachers to principals’ evaluations 
of their emotional stability at a time they 
were themselves showing evidence of anxi- 
ety about having their own reactions evalu- 
ated by the psychiatrist. 

The consultant must recognize how his 
remarks about a child’s problem may un- 
consciously be applied by a teacher to her- 
self, In many cases he may be able to help 
her work through a conflict vicariously by 
allowing her to examine the reactions of 
someone else in a situation similar to her 
own. What the consultant psychiatrist does 
for the teacher, the training psychiatrist 
does for him in recognizing that the ma- 
terial selected for presentation may some- 
times also reflect an area of his own anxiety. 

One may say in general that everyone's 
perceptions are distorted somewhat when 
he is himself emotionally involved with a 
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problem. “The unit of undistorted per- 
ception is directly proportionate to the dis- 
tance from the scene.” I will not elaborate 
on sources of anxiety for the consultant in 
such a program as this but will name 
briefly a few ways in which anyone in his 
position might become personally involved. 
First of all, in a program intended as a 
pilot study for possible similar ventures, a 
psychiatrist feels under pressure both from 
above and below to do a good job. 
_ He is, in a sense, “on the spot;” he must 
show the sponsors of the program that it 
has justified their support; he must demon- 
strate his own aptitude for using psychiatric 
‘skills in a new way and must show school 
personnel that psychiatric knowledge and 
skills can be useful to them. Anything, or 
anybody, who through hostility, resistance 
or disapproval tends to reduce his own feel- 
ing of competence will be a threat to him 
and arouse conscious or unconscious hos- 
tility and defensiveness. These feelings 
may interfere with his functioning. 
_ Another source of anxiety can be the 
personal prestige needs of the individual, 
his security in the community and feelings 
of adequacy in regard to status in the psy- 
chiatric profession. These may determine 
his tolerance for the hostility toward him 
which inevitably arises from the competi- 
tive feelings of the personnel in other pro- 
fessions with whom he is working, and who 
may see him as a threat to their own pres- 
tige and status. He may at times have 
difficulty in recognizing such feelings on the 
part of others, especially if he is depending 
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on them for co-operation. Such a block in 
awareness may prevent his recognizing the 
cause of some breakdown in the morale of 
a group or of some failure to follow through 
on his suggestions. At such times clarifica- 
tion of the situation by someone who is un- 
involved emotionally may help him, in the 
same way that he can help a teacher recog- 
nize where her own “blind spots” interfere 
in getting a job done with a child. 

As the psychiatrist's familiarity with his 
new role increases and his knowledge of 
schools and the attitudes of school person- 
nel as a group is broadened, the anxiety 
from all these sources diminishes. If he 
feels his work to be successful and appreci- 
ated by the school system, his own self- 
esteem will be strengthened. Any blocks to 
competence arising from feelings of in- 
security will decrease. He will, of course, 
always have to be alert to his own emo- 
tional involvements, just as he has had to 
be in individual psychotherapy, but his 
skills for dealing with the reactions of 
groups will more nearly approximate his 
skills in dealing with individuals. At this 
point the value of supervision decreases. 

The consultant may, at times throughout 
his career, feel the need to discuss difficult 
problems with someone at a “greater dis- 
tance from the scene,” but the position of 
the training psychiatrist in a mental health 
teaching program will have served its pur- 
pose when the specialized knowledge which 
is born of experience with a specific type of 
nonpsychiatric professional group has been 
acquired by the “apprentice.” 
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The prevention of 


This discussion will concern itself with an 
approach to the prevention of mental ill- 
ness evolved by Dr. Erich Lindemann (6) 
and his associates at Harvard University 
during the past 10 years and exemplified 
by the Human Relations Service of Welles- 
ley, a mental health center in a suburban 
community of 24,000 people outside Bos- 
ton (2). The focus of attention upon issues 
of mental health and illness in the com- 
munity, while embracing many lines of 
inquiry, has not included several important 
areas of study carried on in different types 
of settings. Studies of constitutional and 
genetic factors and the transmission of the 
potentials for mental illnesses, increased 
knowledge of the intra-uterine environment 
of the fetus and attempts at the identifica- 
tion of specific toxic and illness-producing 
features of man’s environment are all es- 
sential to a comprehensive attack upon the 


mental illness 


varied mental illnesses of mankind. Knowl- 
edge of the role of German measles in men- 
tal deficiency has alerted physicians and 
pregnant women to the wisdom of attempt- 
ing to avoid infection during pregnancy. 
Understanding of the connection between 
syphilis and general paresis has led to the 
marked reduction of this brain disorder in 
the population. Other examples could be 
cited, and new instances should be forth- 
coming as the result of other studies. 
While recognizing the importance of 
physical, constitutional and genetic factors 
in the community and its population, the 
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community mental health approach has 
concentrated primarily upon the interrela- 
tionships between the individual and his 
social environment. As a result, the team 
of people concerned with mental health 
issues has been expanded to include sociol- 
ogists, anthropologists, social psychologists, 
public health workers trained in the study 
of the mass features of disease and, more 
recently, architects and city planners, in 
addition to the usual trio of the psychia- 
trist, psychiatric social worker and clinical 
psychologist. 

The community mental health approach 
necessarily began with the study of indi- 
vidual cases of mental ill-health. Scrutiny 
of these individual casualties suggested 
areas of the social environment which de- 
served the attention of the mental health 
team. Consequent studies of certain com- 
mon life predicaments soon led to the 
identification of groups in the community 
that served to help large numbers of people 
during times of stress. Gradually it became 
clear that the cause of community mental 
health could best be served by a concen- 
tration upon the population of the com- 
munity rather than upon the individual 
case alone. 

This shift in focus from the individual 
case to the population is basic to commu- 
nity-centered efforts towards prevention of 
mental illnesses. It has permitted impor- 
tant lines of questioning of an order not 
possible on the basis of the study of the 
individual case alone. One such line of 
questioning concerns the sequence of events 
whereby certain individuals become so emo- 
tionally distressed or abnormal in their 
behavior as to warrant psychiatric care. 
For example, an extensive study of suicide 
suggests that the attempt at self-destruction 
is a final stage in a series of progressively 
Jess successful efforts of the victim to es- 
tablish an effective balance between himself 
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and his social environment (9). Another 
series of observations of delinquency has 
led to the formulation of a so-called delin- 
quency process involving the individual in 
an increasingly wide region of alienation be- 
tween himself and his family, his neighbor- 
hood and the officially sanctioned institu- 
tions and activities of the community, 
Another line of questioning made pos- 
sible by a population or ecological focus 
concerns the distribution of certain dis- 
orders in the community. It is hardly ac- 
cidental, for instance, that child guidance 
clinics and others consistently find that 
among children with learning and behavior 
disorders boys outnumber girls by a ratio of 
two or three to one. Such a ratio may have 
little or no significance for the treatment 
of the individual boy or girl suffering from 
a behavior disorder. However, the more 
we know about the factors contributing to 
this ratio, the better-equipped we will be 
to carry on more adequate preventive men- 
tal health work with the child population. 
It may be that alteration of child rearing 
and educational patterns will reduce the 
number of male children with emotional 
problems. On the other hand, it may be 
that more effective case finding measures 
will identify the girls with less obvious emo- 
tional problems who show up in later years 
in centers caring for late adolescents and 
young adults. The characteristic rates of 
incidence or identification of emotional 
disorders are only beginning to be dis- 
covered. The reasons behind them will 
only be understood if mental health centers 
throughout the country undertake pains- 
taking research at the population level. 
The shift in focus from the individual to 
the population necessarily involves some 
major alterations.in the patterns of opera- 
tion of the mental health unit itself. The 
following paragraphs will delineate the re- 
quisite changes in perspective and func- 
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"tions in terms of a sequence of modifications 


" _from the traditional clinic to the preven- 
tively oriented center: 

1. Consider the position of the treatment- 
oriented mental hygiene clinic in the com- 
munity. Such a clinic devotes most, if not 
all, of its time to the careful diagnostic 
study of sick individuals and to the treat- 
ment of those persons for whom outpatient 
psychotherapy seems either most urgently 
needed or most promising. In most such 
clinics the workers concentrate primarily 
upon the psychic malfunctioning of the in- 
dividual casualty. The social workers are 
sometimes delegated the task of assessing 
the current social environment of the pa- 
tient; they are also usually the ones respon- 
sible for interpreting to professionals and 
others in the community the policies, the 
strengths and limitations of the clinic. The 
basic responsibility is to the patient who has 
entered the doors of the clinic. The needs 
of those unable to get help because of wait- 
ing lists—and most clinics have them—or 
unwilling to get help because of misunder- 
standing of psychological problems or the 
nature of psychiatric help are not the re- 
sponsibility of the professional staff. 

2. An increasing number of treatment 
centers, including virtually all child guid- 
ance clinics, have extended their focus to 
include one or more members of the imme- 
diate families of their patients. Mothers— 
and more recently fathers—have been en- 
couraged and sometimes required to partici- 
pate in the treatment of the child patients. 
The aim of such treatment is, in part, an 
alteration of patterns of interaction be- 
tween the family members in question. 
One of the basic ingredients of the com- 
munity mental health approach—namely, 
the concern with the balance between the 
individual and his environment—is clearly 
present. 

8. The therapist in the mental hygiene 
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clinic, however, often hears of other spheres 
of environment-individual interactions be- 
yond the family unit, thus becoming aware 
of a broader network of relevant social re- 
Jationships of the patient. Many patients 
have particularly unsatisfactory associa- 
tions with neighbors, fellow club members 
or potential friends in a variety of settings. 
Some seem especially restricted in such con- 
tacts. Limited as he is to the patient's 
interpretation of the social milieu, the ther- 
apist is usually not in a position to assess 
specific characteristics of the social environ- 
ment itself, He learns only how it appears 
to the patient. He does not usually know 
which features of the social environment 
could be modified to the patient's advan- 
tage nor is he in any position to effect such 
changes should he wish to do so. 

4, As the therapist works with individual 
patients and their families, he is also often 
aware of the existence of other professional 
or semiprofessional people whose activities 
affect the life of the patient. Community- 
centered treatment clinics have become in- 
creasingly cognizant of the needs of these 
professional groups for an understanding 
of mental hygiene principles and the use of 
psychiatric resources. As was suggested 
above, the psychiatric social worker, re- 
sponsible for the initial contacts with pros- 
pective patients, is usually the team member 
in most direct contact with the physicians, 
clergymen, educators and others who refer 
the greatest number of patients to the treat- 
ment clinic. The quality of the referral 
itself—the nature of the preparation given 
the patient by the referring person—may 
sometimes spell the difference between suc- 
cessful and unsuccessful care. Therefore, 
some clinics have devoted much time and 
attention to helping the various professional 
groups in the community learn how to rec- 
ognize those needing psychiatric care and 
how to help them accept such need. 
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5. Having entered into contact with the 
professional groups in the community, the 
mental hygiene clinic has taken another 
major step in the direction of a preventive 
orientation. Even such dissimilar shapes 
as “triangle” and “circle” can be drawn in 
a series with such gradual changes from one 
to the other that it is very difficult to deter- 
mine where the triangle stops and the circle 
begins. Similarly, there is no clear divid- 
ing line between a treatment and preventive 
orientation, even though the general out- 
lines of one approach markedly differ—as 
has been discussed—from the general out- 
lines of the other. Nevertheless, it is be- 
lieved that a basic alteration in focus has 
occurred when the mental health team de- 
votes a major part of its attention to the 
caretaking relationships between the pro- 
fessional or semiprofessional groups in the 
community and the individuals, family 
units and other clusterings of people in the 
population with whom they are in contact. 
In certain respects, the caretaking resources 
of the community, available to large num- 
bers of people facing common life predica- 
ments at different stages in their lives, are 
analogous in the mental health field to the 
sewage disposal and water supply systems 
in their function of maintaining a physi- 
cally healthy community. Once having ac- 
cepted this basic premise, the mental health 
team must determine whether or not to 
relinquish a primary treatment focus upon 
the individual patient-casualty in favor of 
a preventive focus designed to bring it into 
contact with the community and its popu- 
lation in other more strategic and appro- 
priate ways. 

6. Functions are like pie in that they can 
be cut from many angles and into any 
number of pieces, We have chosen to 
think of the mental health unit as having 
three major service areas: clinical, consulta- 
tive and educational. Moreover, as indi- 
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cated earlier, research operations are con- 
sidered to be an essential component which 
will ultimately reduce the size of the gap 
between present knowledge and skill and 
the preventive goals of such a center. 

The more specific activities of a mental 
health center can be described first in rela- 
tion to professional groups in the com- 
munity and second in relation to nonprofes- 
sional segments of the population. There 
appear to be four kinds of joint pursuits in 
which the mental health center and pro- 
fessional caretaking groups in the commu- 
nity can join forces: (A) Consultation; (B) 
Inservice Training; (C) Study of Hazards; 
(D) Case finding. The specific work with 
caretakers will be taken up in terms of the 


‘pattern of mental health operations devel- 


oped in the Wellesley schools by the Human 
Relations Service. This selection is made 
because the school program illustrates all 
four types of functions in operation. 


A. Consultation 


At the base of the collaboration with 
the schools is an interest on both sides of 
providing the healthiest possible emotional 
environment for all children, the healthy as 
well as the psychologically handicapped. At 
the classroom level, service is provided via 
consultation with teachers about individual 
pupils or groups of children. Mental health 
consultants visit each school on a regularly 
scheduled basis—at two or three week in- 
tervals—designed to provide help within a 
reasonable period of time without causing 
the teacher to become overly dependent 
upon the outside expert. These contacts 
are viewed as a collaboration between two 
peers from different professions. The em- 
phasis is on arriving at an understanding of 
the psychological needs of the child and on 
helping the teacher enlarge her own abili- 
ties to meet these needs. The consultant is 
usually in a good position to support a 
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as she undertakes the emotionally 
ding job of responding in a helpful 
n to irritating and baffling pupil be- 
s and of avoiding the temptation to 
or stereotype the child as incor- 
le, hopeless or beyond redemption. 
tation of this kind may lead to two 
ble outcomes for the teacher, in addi- 
o the help provided the children on 
consultation is focused. 
t, it often frees the teacher from an 
ting, frustrating and time-consuming 
personal struggle with the pupil, which 
her of the time and energy that would 
operly devoted to all the children in 
ass. 
ond, it adds to the professional skill 
personal empathy of the teacher, al- 
wing her to be a more helpful adult with 
nt and future pupils. It is believed to 
Ipful for the mental health consultant 
from a base outside the school sys- 
M itself. Such a person is less subject to 
ressures from within the system and more 
lly able to maintain objectivity. The 
sultant is also less apt to be seen as a 
pervisor or a person whose evaluations 
y affect the teacher’s professional career. 
classroom environment is itself af- 
d by forces operating in the school 
g and the system as a whole. Inter- 
: conflicts among teachers, teachers 
id principals, subject spervisors and class- 
instructors, central administration 


philosophies and—hardly least—be- 
een the educators and the surrounding 
mmunity may all set up tension systems 
ing to increased pressures on children 
a disruption of the stability of the 
oom itself. For this reason, consulta- 
on is extended to include all special per- 

nel, building principals and central ad- 
istration as well as the citizen school 
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committee itself. A number of important 
issues involving interpersonal tensions, ad- 
ministrative problems and school-commu- 
nity relationships have been brought to the 
attention of the consulting team. The 
latter is helped in this phase of the work. 
by the continuing inquiries of the mental 
health center into the socio-economic char- 
acteristics, attitudes and value orientations 
and neighborhood dynamics of the com- 
munity and its various sections. By bring- 
ing sociological perspectives to the schools, 
the consultants have helped school person- 
nel analyze and work constructively with 
pressures brought to bear upon them by 
parents and others. 


B. Inservice training 


The educational benefits of consultation 
are supplemented, when requested, by spe- 
cial inservice training programs for school 
personnel. Workshops on mental health 
subjects have been held from time to time. 
Special meetings have been arranged with 
groups of teachers to report back to them 
results of the center’s researches bearing 
upon their work. 


C. Study of hazards 


The center's emphasis upon the impor- 
tance of environmental hazards to emo- 
tional growth and development has been 
adopted with increasing vigor by the 
schools. Two years ago, for example, the | 
guidance council composed of teachers, the 
school psychologist, remedial reading and 
speech personnel, a nurse and a physician, 
guidance counselors, building administra- 
tors, the superintendent and assistant super- 
intendent of schools and the director of 
elementary education—devoted a school 
year to a study of major transition points in 
the educational career of the child. In 
addition to school entry, this group con- 
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sidered the special demands of the shift 
from the primary to intermediate curricu- 
lum, from elementary neighborhood schools 
to a centralized junior high, from junior 
to senior high schools and from high school 
to more advanced institutions. The needs 
of children at these different points in the 
life cycle were balanced against institu- 
tional demands and the shifting patterns of 
relationship between the school and the 
home as the children moved through the 
system. 

Since 1950 the schools and the mental 
health center have been co-operating on a 
study of a group of children seen initially 
either prior to their entry into school or 

- during their kindergarten year. Preschool 
assessments of children’s ability to meet ap- 
propriate work demands have proved to be 
highly predictive of school adjustment dur- 
ing the kindergarten and primary years. 
The study is also concerned with the varied 
patterns or styles of adjustment shown by 
the children in relation to teachers, peers 
and the demands of the curriculum (1; 5; 7). 


D. Case finding 


The identification of troubled children 
for whom outside psychiatric treatment may 
be indicated is a responsibility shared by 
a number of different people in the school 
system. In the most strategic position is 
the teacher, who often is in a position to 
review a child’s development with a ques- 
tioning parent and to help the parent make 
use of the center’s clinical services. In this 
work the teacher is able to rely not only 
upon the mental health consultant but also 
upon her principal as well as the school 
psychologist and reading specialist, who 
stand ready to carry out special studies of 
the child’s intellectual, emotional and edu- 
cational potentialities. A survey of case 
finding carried out last school year by the 
guidance council (mentioned above) indi- 
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cated that screening for emotionally dis. 
turbed or handicapped children was also 
being carried on by the school nurse and 
physician, the guidance personnel in the 
secondary schools and those in charge of 
physical education. 

Specific activities with nonprofessional 
groups in the community are considered 
separately only for convenience in presenta- 
tion. These activities—(A) Special clinics; 
(B) Brief clinical services; (C) Mental health 
education; and (D) Preventive group coun- 
seling—are part of a total Gestalt involving 
an integrated approach to both help-seeking 
and help-giving groups: 


A. Special clinics 


An immediate example of the integrated 
approach is found in the fact that the 
schools co-operate with the center in a pre- 
school check-up service for families of chil- 
dren about to enter kindergarten. This 
free service is offered to all prekindergarten- 
ers and is publicized through the schools, 
It is presented to the parents as an equiva- 
lent to the preschool physical and dental 
examinations. The so-called “check-up” 
includes a brief screening contact with the 
child in a structured playroom setup, ob- 
servation of the manner in which the child 
and parent react to the separation from 
one another during the contact and one or 
more interviews with the parent to review 
the child’s social and emotional develop- 
ment. Almost half the parents have come 
with long-standing concerns about some 
feature of their children’s development. In 
some instances, the brief screening contact 
has led to a more protracted diagnostic 
study and later arrangements for appropri- 
ate treatment. Many parents have felt that 
the preschool service has provided a helpful 
Opportunity to gain a new perspective on 
their children and themselves as parents; as 
a result, they have felt better prepared to 
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present their children—and of course them- 


— selves—to the school. 
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B. Brief clinical services 


It was stated earlier that a treatment 
center usually cannot take responsibility 
for those unable to secure treatment be- 
cause of limited professional resources or 
because they cannot bring themselves to 
make use of available help. The commu- 
nity mental health center, however, having 
been given sanction to concentrate upon the 
population of a community, must take re- 
sponsibility, however limited, for these peo- 
ple as well as for those not yet in need of 
care or who may never need psychiatric 
treatment. At the Human Relations Serv- 
ice in Wellesley we have attempted to meet 
these responsibilities in several ways. In 
1952 the staff made a most difficult decision 
to give up all long-term treatment of psy- 


chiatric disorders. It was possible to take 


such action only because the staff had al- 
ready been developing some alternative 
means of deploying its clinical skills. A 
clinical service is maintained which pro- 
vides for the diagnostic study of psychiatric 
problems and the appraisal of the settings 
in which they are found. Following such 
appraisals, a few cases are referred to treat- 
ment centers or are put on a follow-up 
basis, often in collaboration with a physi- 
cian, clergyman or the local family agency. 
About 40 per cent are seen in treatment for 
brief periods ranging from a few weeks to 
a few months, during times of crisis. By 
limited use of staff time and avoiding long- 
term therapy, it is possible to maintain this 
service for all requesting help, without re- 
sorting to a selective intake or to waiting 
lists. In this way it is possible to keep in 
touch with a wide range of problems as 
they arise in the general population and to 
note any major fluctuations in the nature 
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or severity of problems from season to sea- 
son or year to year. 


C. Mental health education 


Education in the mental health field— 
just as in the general public health area— 
of necessity involves the team in the pro- 
found process of culture change. . To be 
successful, it must challenge and alter some 
cherished beliefs and well-accepted ways of 
behaving. Successful health education 
should provide useful and acceptable alter- 
natives to such beliefs and behaviors. 

The approaches to mental health educa- 
tion in Wellesley have reflected the popu- 
lation-oriented frame of reference devel- 
oped in this presentation. Consideration 
has been given to the target groups, to the 
readiness of those involved, to the common 
life dilemmas faced by those with whom 
programs are developed and to the out- 
comes to be expected from the educational 
efforts. At the present time the Wellesley 
center initiates no educational programs of 
its own. It is, however, highly responsive 
to requests for such programs coming from 
other groups, organizations and institutions. 

We used to believe that many requests 

„for talks on mental health themes coming 
from PTA’s, women’s groups, service or- 
ganizations and the like represented the 
culmination of a program chairman's efforts 
to come as close as possible to Kinsey at no 
cost to the organization. We were, there- 
fore, pleased to discover that most program 
chairmen and their committees were de- 
lighted to spend several hours with mental 
health staff discussing the kind of program 
best suited to their members’ needs. In- 
deed, often the request for a speaker has 
turned out to be an expression of genuine 
interest in some facet of the field by one 
or more of those planning the program. In 
some instances, the planning sessions have 
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been more rewarding for all concerned than 
the subsequent large meeting. Face to face 
educational methods involving ample op- 
portunities for two-way communication 
have been favored. Small group discussions 
are primarily used. Large meeting tech- 
niques and workshop methods developed 
by the group dynamics field and members 
of the adult education profession also have 
been widely employed. 


D. Preventive group counseling 


„Preventive group counseling is a form of 
face-to-face education with therapeutic com- 
ponents carried out with those facing sim- 
ilar emotional hazards. Each year, for ex- 
ample, so-called human relations seminars 
are carried on with beginning student 
nurses at the local nursing school (8). These 
students, meeting 12 to 15 times in small, 
informal discussion groups led by a psychol- 
ogist or psychiatrist, are helped to discuss 
the major strains experienced by most of 
them as they leave home and begin their 
training in an emotionally demanding field. 
Other instances of preventive counseling— 
or, as they are sometimes called, “crisis 
groups”—have included discussion series 
with parents of children entering kinder- 
garten (3) and a workshop series for teachers” 
preparing to hold their first marking and 
Teporting conferences with parents. 

To summarize what has been discussed 
so far: The distinction has been made be- 
tween a treatment-oriented mental hygiene 
clinic and a preventively oriented mental 
health center. The former often is cogni- 
zant of the social environment of the pa- 
tient and is in touch with key professional 
groups who may make the most intelligent 
use of the treatment resource. Neverthe- 
less, its major responsibility is to the pa- 
tient. The mental health center’s primary 
emphasis is upon the state of the equili- 
brium between the individual and the social 
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environment. It is especially concerned 
with the common life predicaments experi- 
enced by many or most individuals at all 
points in the life cycle. It seeks to work 
closely with those professional and semi- 
professional caretaking people who „play 
important roles in the development of the 
individual and who are in a position to 
offer support and guidance at times of stress. 
Its major responsibility is to a population 
of people, including those making use of 
direct clinical and educational services as 
well as those unable or unwilling to use 
these services and those not in need of 
them. 

At this point let us return to an examina- 
tion of the implications of the population 
focus alluded to briefly at the outset of this 
paper. It is no doubt apparent that the 
community mental health orientation pre- 
sented here is not based simply upon the 
principle of bringing more psychiatry to 
more people. Community mental health is 
not conceived of as the wholesaling of a 
commodity which heretofore has been mar- 
keted at a retail level by the therapist to 
his patient. Rather, the community men- 
tal health team seeks access to populations 
of people and the social-emotional environ- 
ments in which they live for purposes which, 
though easily stated, can more often be 
pursued than attained. 


The mental health center, first of all,’ 


attempts to find ways to keep track of the 
varying distributions of emotional disrup- 
tions in different segments of the popula- 
tion. 

Second, it tries to locate itself in such a 
way that it can observe and study the earli- 
est possible stages of development of re- 
sponses to a variety of life predicaments. It 
studies both the successful and unsuccessful 
patterns of response to stresses and seeks to 
identify those factors in individuals, social 
groups and the wider culture, which con- 
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tribute to the adaptive or maladaptive reso- 
lutions. As it explores these questions with 
the many key groups and individuals in 
the community, it also attempts to develop 
conjointly with them specific approaches of 
a preventive nature, which it then must 
evaluate and refine. Increasingly, preven- 
tive programs appear to become more and 
more specific in nature, focusing on limited 
target groups with respect to particular is- 
sues of growth and development and to cir- 
cumscribed events believed to be emotion- 
ally hazardous to certain people. Viewed 
in these terms, a community mental health 
program should be evaluated primarily 
in light of its short-term impact upon 
specific disruptions in specific groups of 
people at specific points in the life cycle. 
There is no evidence at present to suggest 
that we are close to an understanding of 
the ingredients for the long-range immuni- 
zation of individuals against emotional 
breakdown. A “healthy” child may fall 
prey to an adult emotional disorder just as 
the child who is free from diphtheria may 
succumb to cancer as an adult. The founda- 
tions of the adult’s emotional health or 
ill-health are usually clearly apparent in the 
retrospective analysis of the sick patient; 
prediction of adult stability or instability 
from the careful study of the child’s emo- 
tional status, however, is not so certain. 

Thus, the term “prevention” itself must 
be carefully defined. Indications are that 
mental illness is not a unitary disease but 
rather a term applied to a variety of mala- 
daptive responses to particularly noxious 
environmental factors. Some of these fac- 
tors are physical or physiological in nature, 
others are social and psychological. For 
the present, at least, it seems wisest to con- 
centrate preventive efforts on the control 
of particular unsuitable reactions under de- 
fined stress conditions. It is not yet pos- 
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sible to plan a program for school age chil- 
dren, designed to insure health, wealth and 
happiness in adulthood. Yet it is certainly 
possible to plan a preventive program de- 
signed to help the greatest number of chil- 
dren make the transition from home to 
kindergarten with the least possible amount 
of undue tensions, tears or tantrums—on 
the part of child or parent. 
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REUBEN J. MARGOLIN, Ep.D. 


A survey of employer reactions to 
known former mental patients 
| working in their firms 


One of the most pressing needs in the re- 
habilitation of the psychiatric patient is to 
bridge the gap between hospital and indus- 
try. This gap, unfortunately, is a wide one. 
Securing job opportunities for discharged 
mental patients has always been a difficult 
task. Employers have expressed attitudes 
that reflected a range from fear of violence 
to a conviction of the mental patient's in- 
ability to work under normal pressures. 
Because of recent revolutionary advances in 
psychiatry—primarily the introduction of 
tranquilizing medication and new develop- 
ments in rehabilitation within the hospital 
—large numbers are emerging from the 
wards for regressed patients and are being 
returned to the community. As a result, 
posthospital occupational rehabilitation 
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has become imperative. To accomplish this 
objective, mental hospitals need to extend 
their rehabilitation efforts into the com- 
munity. It is necessary to know how to 
break down employer resistance to hiring 
individuals with a history of mental illness. 
Perhaps far more important is to know what 
the hospital's obligations are in preparing a 
patient for community employment. This 
paper discusses the results of a survey on 
employer reactions to individuals whom 
they have hired directly from a mental hos- 
pital. It is hoped that the data and con- 
clusions drawn will contribute in a small 
way to a greater understanding of this prob- 
lem as well as to cementing further co- 
operative relationships between hospital 
and industry. 

It is believed that this survey is the first 
of its kind. Review of the literature in the 
field has revealed no similar treatment of 
the subject. There have been, however, re- 


ports of attitude surveys attempting to as- 
sess how employers would feel about hiring 
patients discharged from mental hospitals. 
In the study by Olshansky, et al. (1), for 
example, the central aim of the study was 
to inquire into the basic attitudes under- 
lying the practices, policies and thoughts of 
employing groups with respect to the ex- 
mental hospital patient as a job applicant 
or employee. This survey differs from the 
Olshansky study because in this particular 
case the employers, with full knowledge, 
hired ex-mental patients. The survey 
sought to get their evaluation of the ex- 
patient's work performance. 

The patients hired were all former mem- 
ber employees (2) from the Veterans Ad- 
ministration Hospital in Brockton. An 
elaborate program exists at this hospital 
whereby patients who have reached a cer- 
tain level of recovery are discharged and 
then hired at the hospital for a temporary 
period as member employees. In this ca- 
pacity they receive a salary and are ex- 
pected to fulfill the same obligations and 
responsibilities as regular personnel in com- 
parable positions. The chief intent is to 
credte a work-conditioning process which 
will adequately prepare member employees 
for community employment. An important 
aspect of the over-all program is the exten- 
sive development of co-operative relation- 
ships with business and industry. Thus, 
the transition from hospital to job is facili- 
tated without some of the usual obstacles 
or resistance to hiring former mental pa- 
tients. It should be mentioned that all 
member employees working in the commu- 
nity receive intensive follow-up supervision. 
Thus, some of the information gathered 
from the questionnaires was already known 
through personal contact with the employ- 
ets. However, questionnaires were sent out 
because it was felt that more objective an- 
Swers could be secured in this way. 
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The questionnaires were purposely kept 
simple and brief. Businessmen are very è 
busy people and they don’t have time to 
delve into intricate enigmatic questions. It 
was felt that they could answer a brief 
questionnaire quickly and spontaneously. 
Only five questions were asked including 
the following: 


1. How long has the member employee 
worked for you? 

2. Did you consider him a good or poor 
employee? 

3. How would you compare him to other 
employees in your firm working in an 
identical or similar position? 

4. What were the chief strengths and 
weaknesses on the job as you remem- 
ber them? 

5. What suggestions would you make 
that would enable us to send a better- 
prepared and work-conditioned indi- 
vidual on to a job in the community? 


Seventy-three questionnaires were sent 
out seeking information, covering a period 
from February, 1954, to February, 1959. 
Forty-eight employers Or 65 per cent re- 
turned the completed queries on 77 former 
member employees. Of the 73 firms, 25 
employed more than one member employee 
with three accepting eight or more. 

At the time of the survey, member em- 
ployees were continuously employed for as 
little as two weeks to as long as four years. 
Twenty-seven of the 77 evaluated had been 
working for two or more years. Aside from 
the survey statistics, 198 member employees 
secured jobs during this five-year period. 
Of this number, 81 had more than one job 
—the average being three—with one having 
nine jobs in a four-year period. Involved 
were approximately 350 jobs with the ma- 
jority of these additional jobs obtained 
through the office of the member employee 
program. The large number of job changes 
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reflect a great deal of instability. We must 
remember, however, that most of our mem- 
ber employees still manifested some resid- 
uals from their illness when discharged. 
With our careful follow-up program and 
our open-door policy, which permits mem- 
ber employees to contact us at any time no 
matter how long they have been out of the 
hospital, we were able to provide addi- 
tional assistance in helping them remain in 
the community. 

The survey disclosed that the greatest 
amount of movement or job instability 
seems to be in the area of unskilled jobs. 
If a member employee was working in a 
skilled job for which he was qualified, there 
was a greater tendency to remain on the 
job. Of the 198 member employees that 
secured employment, for example, 20 were 
in skilled jobs. Only two of this group 
had to return to the hospital, The re- 
mainder continued on the work originally 
obtained. A possible reason may be that 
emotional needs such as self-esteem, recog- 
nition and security are more likely to be 
satisfied through skilled rather than un- 
skilled jobs. The satisfaction of these psy- 
chodynamic needs constitutes important 
Psychological nourishment for the mainte- 
nance of sound mental health, A corollary 
factor that should be mentioned. is that 
those member employees who remained on 
one job—or at the most, two jobs—made 
the best work adjustment, 

Items two and three of the questionnaire 
provided the following information about 
the capabilities of these former member 
employees: 

Superior to other employees.. 12 
Equal to other employees...., 33 
Good under supervision. ..., . 12 
Inferior to other employees... 20 


Significantly, these statistics reveal the 
complete range from inferior to superior, 
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with the largest number falling in the cate. 
gory which indicates that their work skills 
are equal to other employees working in 
identical or similar positions. It can be 
candidly assumed that if the treatment of 
mental patients includes appropriate work 
rehabilitation, a goodly number can take 
their rightful places in our productive econ- 
omy. In fact, when selectively placed, our 
work-conditioned member employees have 
proved to be better-calculated employment 
risks than individuals recruited from other 
community sources. This is not just a pro- 
fessional opinion but is corroborated by 
the employers who have had satisfactory 
experiences with our member employees. 

One other aspect of the above statistical 
findings needs to be commented upon. Em- 
Ployers have asserted that some member em- 
ployees worked well as long as they were 
under some structured supervisory setup. 
It is our impression that there is a large 
reservoir of mental patients who could join 
the labor force if industry would be willing 
to provide such structured conditions, A 
request of this sort is not unreasonable. 
There are many jobs where such situations 
actually prevail. Work supervisors with a 
therapeutic orientation could encourage ac- 
ceptable productivity. In the process some 
may develop into good work prospects with- 
out the need for supervision. That this 
kind of progression has actually happened 
is attested to by the employers with whom 
we have worked. 

Some of the employers have become so 
ego-involved with the welfare and progress 
of the member employee hired by them that 
they have been willing to accept less than 
desirable work performance. This attitude 
is well-illustrated by the following com- 
ments offered by three employers: 


1. “In most cases member employees in 
our institution do similar or identical work 


as the other workers in the same categories. 

_ Insome instances they were better-equipped 
and more qualified than those employees 
secured through regular channels. In our 
institutions we are able to give closer super- 
vision than is possible in other places of 
employment. Too, there is a better under- 
standing by the other members of the staff 
of the necessary attention required by your 
placements. 

“Some do not show initiative or ability to 
adapt to any rapid change in working needs. 
In general, we have been very pleased with 
those men placed with us, and we are very 
happy to continue to co-operate with you 
for future placements. We will gladly 
work with you in those cases requiring 
more intensive supervision and understand- 
ing.” 

2. “We couldn’t ask for a better worker 
than our member employee. His main 
strength is his unlimited patience and will- 
ingness to co-operate. But he goes through 
Various periods of emotional upheaval 
Wherein his language and his actions were 
completely out of hand. Lately, he has 
gone completely the other way, not being 
able to do enough for us, working overtime 
and not wanting to be compensated for it. 
We think he should be required to get 
Periodic psychiatric treatment.” 

3. “We made a mistake in putting your 
_ Member employee on a job which required 
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Weaknesses 


1. Couldn't solve simple problems; 
2. Too nervous for the type of job he was doing; 
3. Cannot take any responsibility; 
4. Cannot work alone; 
5. Will not assume added responsibility volun- 
tarily. 
5. Couldn't develop any speed; 
7. Should have more training in this line of work 
before being placed in employment; 
. Slow in learning and remembering job routine; 
: More easily upset by extra demands than other 
employees; 
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good memory and some exercise of judg- 
ment. Since he was deficient in both these 
qualities, we put him in a somewhat un- 
dignified and unwholesome relationship 
with his fellow workers on whom he was 
dependent for the simplest directions, and 
these workers would at times become con- 
siderably irritated with him. This would 
suggest that we can best help your gradu- 
ates when there is a careful and thorough 
analysis of what stresses he will be subject 
to, particularly in terms of responsibility. 
My observation has been that there is not 
too much difficulty where rigidly scheduled 
work is involved.” 

Some businessmen may shake their heads 
in wonderment at such benevolent attitudes 
and may regard them as impractical in 
terms of profit making. However, is it not 
far better to have these individuals partially 
productive, commensurate with their emo- 
tional and intellectual limitations, rather 
than to have them in the hospital wallow- 
ing in uselessness, futility, and despair? 
Not only do we salvage a human being with 
all that such action implies, but the savings 
to the taxpayer are well worth it. 

When we examine the strengths and 
weaknesses of member employees as ex- 
pressed by their employers, we can discern 
implications for the need to strengthen the 
rehabilitation programs in mental hos- 
pitals: 


Strengths 


. Anxious to please; 
Very co-operative; 
. Slow but thorough; 
. A good follower; 
. Good attendance; 
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6. Trustworthy; 

7. Reliable, conscientious, intelligent on simple 
assignments; 

8. Faithful in his work; 

9. Overall attitude towards the job and his desire 
to perform it was exceptional; 
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Weaknesses 


10. Goes right by work that would be very notice- 
able to anyone doing a similar job; 

11. Fluctuated in her work performance between 
good and bad; 

12. Needed constant reassurance; 

13. Unusually tense, extremely shy; 

14, Low on judgment and initiative; 

15. Found difficulty in getting started; 

16. Instructions had to be repeated each day; 

17. New assignments confused him; 

18. Couldn't concentrate, seemed to be in a fog; 

19. Had to be prodded to take his medicine; 

20. Lacked interest and drive; 

21. Gets nervous when asked to hurry or given 
numerous instructions; 

22. Oversensitive at times; 

23. Becomes very nervous when work piles up; 

24. Withdrawn and showed difficulty in adjusting 
to the give and take relationship with other 
employees; 

25. Can't think for himself; 

26. Unpredictable absenteeism; 

27. Poor memory, coupled with occasional disap- 
pearances into a world of his own; 

28. Would relapse into a state of inertia immedia- 

ately after completion of any task; 

Would take instructions only from one person. 
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Strengths 
10. Tried to learn the work; 


11. A steady worker; 


12. Tried very hard; 

18. Works very efficiently under supervision; 

14. Dependable and sincere; 

15. Diligent and conscientious plodder; 

16. Unlimited patience on monotonous job; 

17. Willing to stick to something once it is started; 
18. A devoted and tireless worker; 

19. Excellent on all simple and repetitive tasks; 
20. Tends strictly to business; 

21. Open to suggestion and advice; 


The task of hospital rehabilitation pro- 
grams would seem to be to eliminate as 
much as possible the weaknesses noted and 
to accentuate the strengths. However, be- 
cause of the way in which current thera- 
peutic regimes are established, this goal is 
very difficult to accomplish. Employers in 
their suggestions for improvement implied 
that there was an iron curtain between hos- 
pital and industry. Communication bar- 
riers exist because hospital personnel tend 
to be unrealistic while business and indus- 
try are hardheaded and practical. For ex- 
ample, one employer, in describing his ex- 
periences in hiring ex-mental patients not 
only from the Veterans’ Administration 
Hospital in Brockton but from other insti- 
tutions, expressed resentment that hospitals 
very often sent him patients that were poor 
work prospects. He pointed out that be- 
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cause a patient is psychiatrically ready for 
discharge, it does not necessarily follow that 
he is ready for work. The nature of the 
work setting is such that difficult stresses 
and strains are often created in the relation- 
ship between boss and worker, getting along 
with coworkers, meeting production sched- 
ules, etc. Unless the patient has been pre 
pared and work-conditioned for these situa- 
tions, hospitals should not burden industry 
by sending those men out to work. 

In the opinion of the author, our hos- 
pital rehabilitation programs should pay 
close heed to this admonition so succinctly 
expressed by this employer. We live in a 
fool’s paradise if we think that we can over 
indulge the patient, chronically underload 
him with responsibility and then expect 
him to make a good work adjustment. Yet 
this course of action is what we tend to 
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follow. This is true even in the case of 
member employees who are supposed to be 
treated like employees but unfortunately 
fall victim, in so many cases, to the over- 
solicitousness of hospital personnel. There 
must come a point in his treatment, if we 
expect the mental patient to work, where he 
is subjected to the reality tests that industry 
expects him to meet. The member em- 
ployee program is an ideal medium for such 
situational testing. Unfortunately, the 
therapeutic community can very easily ne- 


gate reality testing by insisting on continu- 


ing protective attitudes beyond the point 
necessary and fostering other measures 
which stimulate dependency, inability to 
exercise initiative and to take responsibility. 
Paradoxically, we may prevent patients 
from doing certain things in the hospital 
and yet expect them to do these very same 
things when they go to work in the com- 
munity. Is it any wonder that employers 
complain that so many of our patients are 
inadequately prepared for work? 

Some employers in this survey offered un- 
solicited comparisons between member em- 
Ployees and mental patients from other in- 
stitutions hired by their firm. In general, 
they indicated that member employees were 
far better prepared for work. One em- 
Ployer expressed the following thought: 
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“You prepare your member employees 
well. Perhaps the most effective and cer- 
tainly the most reassuring part of the pro- 
gram is the fact that there is regular follow- 
up both with employee and employer and 
that the employer can call at any time if he 
notes any evidence of unusual behavior or 
mood changes in the employee.” 


Despite this optimistic note, we still have 
a long way to go in developing rehabilita- 
tion programs that will meet the demands 
of industry. It is reassuring that when pa- 
tients in good or even fair psychiatric re- 
mission are sufficiently work-conditioned, 
they can take their place along with other 
citizens in our productive economy. 
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What is a halfway house? 
Functions and types 


THE PROBLEM 


Discharge from a mental hospital can de- 
pend upon many factors, the most impor- 
tant of which are the patient’s “level of 
adjustment,” socially and mentally, and the 
suitability of the environment to which he 
is returning. A patient who is still some- 
what deviant in his social behavior often 
will be discharged if he can return to a 
sympathetic and tolerant environment in 
the community. Many patients remain in 
the hospital, however, who are not quite 
well enough to leave without this additional 
support but who also are no longer sick 
enough to require the close supervision 
and/or treatment facilities available in the 
mental hospital. These patients might be 
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called “borderline cases.” Besides the bor- 
derline cases who remain in hospital be- 
cause there is no suitable environment to 
which they can return in the community, 
there are others whose admission to the 
hospital might have been prevented if 
help had been available during the first 
stages of their illnesses. Early recognition 
of symptoms and therapeutic assistance 
might have kept these patients functioning 
successfully in the community and circum- 
vented a stay in a mental institution. 

For the newly discharged patient, the 
transition from the sheltered environment 
of the mental hospital to the outside world 
is a difficult one at best. For the patient 
without a family, or with an unsuitable 
one, it often proves insurmountable. Lone- 
liness and homelessness will precipitate the 
discharged patient’s readmission even when 
his vocational adjustment seems secure. 50 
cial and vocational problems are exacer: 
bated in the case of the long-term patient 
who is being considered for discharge. Al- 


though employers may hold a job open for 
the patient who enters the hospital tem- 
porarily, the job of the long-term patient 
has long since been filled. Family constel- 
lations, too, will usually have changed; 
often spouses have obtained divorces and 
may have remarried. If the patient had 
been the bread winner in the family, his 
role will have had to be filled by someone 
else almost immediately, or a married 
woman’s role as housekeeper and mother 
may have been assumed by a more distant 
relative or institution. 

In addition, the social behavior of the 
patient who has been in the hospital for 
many years often has also deteriorated to 
the minimum level required by the insti- 
tution. He may need retraining in ordi- 
nary social skills such as dressing neatly and 
appropriately and eating properly at meals. 
Long-term patients being considered for 


“discharge are usually ambivalent about 


leaving the familiar environment of the 
hospital which has become their home. 
The institution has become a way of life 
for them, and changing it for a new and 
unknown pattern of living arouses all of the 
anxieties which are attendant upon such 
a move for anyone, sick or well. 

All of these groups of patients present 
rehabilitation problems, and methods of 
assistance have been devised for them. Vo- 
cational counseling aids those whose emo- 
tional problems interfere with effective job 
performances. Since the community usually 
expects and demands a higher level of per- 
formance than the hospital, sheltered work- 
shops and, more recently, member-employee 
programs have been instituted within the 
hospital to prepare the patient to assume 
a productive role in the outside world. 

The problems of the about-to-be-released 
or about-to-be-committed borderline case, 
however, do not end with his vocational 
adjustment. One study found that work 
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was almost the last area of the patient's life 
which showed the effects of emotional dis- 
turbances (1). Thus, emphasis is also placed 
on rehabilitation facilities affecting social 
adjustment; family care programs, ex-pa- 
tient clubs, day and night hospitals, and 
halfway houses have been developed to 
cope with the social problems which face 
the patient interim between hospital and 
community. 

The halfway house has been developed 
to cope with the problem of all the groups 
of patients mentioned previously: the long- 
term and borderline cases and those pa- 
tients without family or friends to help 
them with the difficult transition between 
hospital and community. It is a small group 
residence interim between hospital and 
community which provides some form of 
professional supervision and help while 
allowing more freedom and responsibility 
than the mental hospital? As a rehabili- 
tation institution, it thus differs from the 
mental hospital or sanatorium by pro- 
viding less active treatment, and from the 
day or night hospital or the ex-patient club 
in being, more or less, a self-contained resi- 
dence separate from the hospital. (Meals, 
however, are sometimes sent over from the 
hospital sponsoring the house if it is located 
within a feasible distance.) The house also 
differs from the family care home in being 
for a small group of residents, under 50 
occupants but more than one or two, and 
is distinguished from the sheltered work- 
shop by being residential and in helping 
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1It should be noted that this problem of divorce 
is more prevalent in the United States than in 
England. 

2 Halfway houses were defined broadly in an earlier 
paper as “an environment intermediate between 
the mental hospital and the outside world” (11). 
Since, however, the term has come to be applied 
primarily to the residential type, this paper will be 
confined solely to a discussion of these. 
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primarily with social, rather than voca- 
tional, skills and handicaps, Although 
some halfway houses do contain workshops 
and/or sewing and laundry rooms, these 
are thought of as being ancillary facilities 
to be used temporarily for training a few 
house members, rather than as one of the 
main functions of the house. 

Usually located in a large old house, the 
halfway house performs many necessary 
functions. Since the social adjustment of 
the ex-patient is often the most important 
factor and the most neglected in rehabilita- 
tion, the halfway house focuses on this 
problem, Educators have long realised 
that effective learning is facilitated by 
gradually decreasing professional help and 
increasing student responsibility and inde- 
pendent action. Through the house, the 
ex-patient is provided with professional 
help and support in a homelike atmosphere 
which gives him more freedom and responsi- 
bility for his own life than the hospital. 
The homelike environment of the halfway 
house also provides an ideal combination 
of support and increasing responsibility for 
relearning social skills which have been 
forgotten during long-term hospitalizations. 
For the resident who does not need re- 
training in social skills, the house still 
provides understanding and companionship 
during what can be a most difficult and 
lonely period. 

_ Patients are not the only ones who bene- 
fit by the halfway house; this rehabilitation 
facility also has advantages for the adminis- 
trator. In spite of taking a group of pa- 
tients whose prognosis is poor, readmission 
rates to the hospital have not been exces- 
sive, and beds are thus made available 
within the hospital for more acutely ill 
cases. In addition, costs per patient day 
compare favorably to those of large custo- 
dial mental institutions. In contrast to 
family care programs where patients are 
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scattered by ones and twos in many homes, 
patients in the halfway house are gathered 
together under one roof. Thus, policy 
changes can be instituted with less effort, 
and physical facilities can be inspected 
easily to see that they are of a satisfactory 
standard; less professional time is spent in 
travelling to see patients and homes, and 
more is available for individual attention, 

In England, the Mental After-Care Asso- 
ciation was formed in 1879 to cope with 
the problems of the ex-patient in transition 
between the hospital and community. Al- 
though the Association began by boarding 
individual patients in private homes to 
help them over this difficult period, it soon 
felt that a group home was more suitable 
for just the reasons mentioned above. 
Thus, over the years, the Association opened 
group homes until, at present, the bulk of 
its patients are placed in this type of facility. 

In the United States, one finds that there 
are several kinds of halfway houses which 
may be distinguished from each other by 
the predominant type of patient accepted 
in residence. It would seem wise to men- 
tion at this point, however, that although 
the term “halfway house” is in common 
usage among professional circles at the 
moment, there is a strong feeling by both 
residents and house staffs that the term 
should never be used in the name of the 
individual house. This is primarily due 
to the stigma still attached to mental ill- 
ness in the eyes of the community. So far 
the trend has been to give the homes indi- 
vidual names such as “Portals,” “Gateways,” 
“Quarters,” etc., rather than designating 
each as a halfway house; this seems wise in 
light of the above feelings. The four homes 
of the Vermont State program, however, are 
called “Rehabilitation Houses,” which 
seems to prove satisfactory. The entire state 
legislature and many Vermonters, though, 
have long been aware of the need for such 
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homes, and thus Vermont has been one of 
the states more informed in and aware of the 
problems of aftercare for mental pa- 
tients (6). 


THE PREVENTIVE HALFWAY HOUSE 


The first kind of halfway house might be 
designated as the “preventive” one and is 
represented by Resthaven in Los Angeles 
during its early years. This house was 
started in 1912 to help prevent hospitaliza- 
tion for the borderline case—those people 
who were not yet seriously ill and yet were 
showing signs of emotional disturbances. 
It was felt that their hospitalizations might 
be prevented by a short stay in an under- 
standing and therapeutic environment, and 
a house was acquired and opened for this 
purpose (3), Since that time, Resthaven has 
developed into a low-cost treatment sana- 
torium. It has, however, always been sup- 
ported by community funds. This has often 
been considered an ideal method of financ- 
ing a halfway house since it minimizes de- 
pendence on the hospital and provides an 
emphasis on health rather than disease (11). 


HALFWAY HOUSES FOR 
EX-PATIENTS 


Halfway houses for those patients who have 
already been hospitalized seem to be of 
two kinds: Those for patients in need of 
a short-term interim facility and those for 
patients in need of a long term home. 

For the younger patient whose job pos- 
sibilities are good, a short-term stay (usually 
three to six months) in a halfway house is 
Often sufficient to facilitate successful ad- 
justment to community living. After their 
stay in the house, such patients usually 
have found jobs and move on to indepen- 
dent lodgings. Seven homes have been 
founded in the United States since 1954 
for work with this kind of patient, and 


Halfway house 


HUSETH 


their problems and locations have already 
been discussed (4). More recently, Indiana 
and Pennsylvania have also opened this type 
of halfway house, and England, also, has 
several. 

The longer-term hospitalized and/or 
older patient, however, usually requires a 
longer stay in a protected environment. 
Two hospitals have thus developed transi- 
tional homes which might be called “quar- 
terway houses.”* Although the patients 
spend from three to six months in these 
homes, many of them then move on to an- 
other protected environment, either to their 
families, or to family care homes, or, in 
England, to Local Authority homes. 

Many longer-term hospitalized and el- 
derly patients, however, will always need 
some form of professional help and super- 
vision, although they are still capable of 
functioning outside of the hospital. These 
patients are capable of living in a small 
group home with minimum supervision 
and of performing simple tasks around the 
house or garden; some even take part time 
jobs in the community. “Long-term” 
homes have been developed for these pa- 
tients both in Kansas and England. Al- 
though usually the residents of these homes 
are not expected to leave, an occasional 
one may do so to return to his family. On 
the whole, the great advantage of the long- 
term halfway house is that it frees hospital 
beds for more seriously ill patients and 
provides a more homelike environment than 
the hospital for its residents at a feasible 
cost. 


HOMES FOR MIXED GROUPS 


Three halfway houses in the United States 
accept patients in several of the categories 
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2 Brockton V.A. Hospital in Brockton, Mass. (10), 
and Horton Road and Coney Hill Hospitals in 
Gloucester, England. 


119 


mentioned above. Gould Farm in Mas- 
sachusetts, Spring Lake Ranch in Vermont 
and Gateways in California all accept both 
ex-patients in need of a transitional facility 
and those whose hospitalization might be 
prevented. Both Gould Farm and Spring 
Lake Ranch are rural communities with 
several residences on their grounds. Gould 
Farm takes an older group of patients, how- 
ever, than Spring Lake Ranch. Gateways 
has both an in and outpatient program and 
thus combines the functions of a halfway 
house and day hospital (5, 7, 12). 

The Mental After-Care Association of 
England has a hostel in which six elderly 
women who are expected to live in the 
hostel for the rest of their lives reside with 
18 young men who are transitional work- 
ing residents. This grouping, although 
unique, seems to have been successful. 
(Most of the other houses tend to group 
patients by age and expected length of 
stay.) The women help with household 
affairs, mending, cooking, and cleaning. 
They are productive, useful members of the 
house and nearer the community—a valu- 
able step away from the back wards of a 
mental hospital. The men do not have to 
spend any of their leisure time on house- 
keeping chores and, in turn, have devoted 
more time to community activities and to 
the garden, which has become a lovely one 
under their care. 


OTHER HALFWAY HOUSES 


In addition to those halfway houses for 
people with psychiatric disturbances, homes 
exist for those who have proved a problem 
to society in other ways. A large number 
of such homes exist for alcoholics; the Mas- 
sachusetts Commission on Alcoholism found 
31 halfway houses for alcoholics in the 
United States and Canada, most of which 
had been opened in the last four years. As 
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a result of these findings, the Commission 
has requested state funds to develop two 
halfway houses of its own, one of which 
will be connected to a state prison (9). Illi. 
nois and England also have halfway house 
programs connected with institutions for 
the mentally defective (2). These homes 
provide training in social skills for those 
residents leaving institutions for the men- 
tally defective and hoping to assume a place 
in the community. 

In sum, we see that the term “halfway 
house” has been used to designate many 
facilities interim between the mental hospi- 
tal or other large institution and the com- 
munity. In attempting to distinguish the 
halfway house from other rehabilitation 
facilities we find that it is a home for a 
small group of residents who have psychi- 
atric and/or social problems and are often 
termed “borderline” cases, 

Within this group of homes, we find 
several different types which, in turn, are 
distinguished from each other by the kind 
of person they accept as residents. If the 
house primarily accepts only those patients 
whose psychiatric hospitalization might be 
averted by an understanding and therapeu- 
tic environment, it might be called a “pre- 
ventive halfway house.” The “transitional 
halfway house for ex-patients” is almost 
self-explanatory since it chiefly accepts ex- 
psychiatric patients during a transitional 
period between the hospital and commu- 
nity. A subtype of this might be called 
the “quarterway house,” i.e. one which 
chiefly accepts ex-patients in transition be- 
tween the hospital and another protected 
environment. 

The “long-term halfway house” is one 
whose residents no longer require the serv- 
ices of the mental hospital but will never be 
able to live independently in the com- 
munity. The house provides a permanent 
semi-sheltered home for them. The “mixed 


halfway house” is one which accepts resi- 
dents in a combination of any or all of the 
aboye categories. In addition, halfway 
houses for alcoholics and mental defectives 
have grown up, and there are thoughts 
of instituting them for newly released 
prisoners. 
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SILAS L. WARNER, M.D. 


Criteria for involuntary hospitalization 


of psychiatric patients in a public 


For the past four years the Division of 
Mental Health of the Philadelphia De- 
partment of Public Health has evaluated 
mentally ill patients in the community to 
determine the need for public psychiatric 
hospitalization. For the most part, these 
patients are unaware of their mental ill- 
ness and unco-operative. We learn of 
these situations through complaints about 
bizarre behavior registered by individuals 
in the community, through friends and 
relatives who feel unable to deal with a 
mentally ill individual, through govern- 
mental and private agencies including the 
police and the Department of Public As- 
sistance, and through local physicians, 


— 
Dr. Warner is Chief, Section on Therapy and 
Clinical Services, Division of Mental Health, De- 
partment of Public Health, Philadelphia, Pa, 
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psychiatric hospital 


There is considerable pressure from the 
community to place all these patients into 
the municipal psychiatric hospital. . There 
is an equal amount of pressure from the 
overcrowded city hospital to accept only 
the patients who most urgently require 
psychiatric hospitalization. 

Initially, we try to make arrangements 
for the patient to be taken into the Com- 
monwealth Reception Center, where a 
complete psychiatric evaluation can be 
made. However, there are many patients 


who can not. be taken there and conse- 


quently have to be evaluated at home. In 
these cases, when hospitalization appears 
necessary, the psychiatric social worker ob- 
tains all the available information about 
the patient and brings it to the psychia- 
trist’s attention. The psychiatrist will then 
visit the patient at home to determine his 
clinical condition. If necessary, the psy- 
chiatric social worker precedes or accom- 


panies the psychiatrist on the home visit, 
and a psychologist is available if testing is 
required. 

If a decision to hospitalize the patient 
against his will is reached, the Division of 
Mental Health petitions the Municipal 
Court to order that this allegedly mentally 
ill patient be taken by the sheriff to the 
Philadelphia General Hospital. There the 
patient is examined by two qualified physi- 
cians who decide if a commitment to a 
state mental hospital is necessary. Because 
an individual is being taken away from 
the community against his will, screening 
by a psychiatrist is provided to ensure that 
he is not deprived of his civil rights un- 
necessarily. 

When we first began screening these 
patients, we worked empirically along tra- 
ditional lines. Thus, if a patient were 
“psychotic,” “out of touch with reality,” 
schizophrenic, hallucinating, paranoid, or 
confused, we tended to think of hospitaliza- 
tion purely because of the mental status. 
Gradually, this had to be modified because 
the small number of psychiatric beds avail- 
able made more careful screening essential 
and also because we saw an increasing 
number of patients with a disturbed mental 
Status who were functioning reasonably 
Well within the family unit and in the 
community. We soon learned to consider 
such factors as community understanding 
of or tolerance to the patient, danger of 
the patient to self and community, and 
the ability of the patient or family to take 
care of the patient’s everyday needs. Also, 
Our impression as to whether a hospital 
Would offer only custodial care or would 

able to institute active treatment and 
thereby offer a more favorable prognosis 
for Tecovery seemed to be an important 
determining factor. 

The Division of Mental Health utilized 
the Municipal Court petition 37 times to 
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hospitalize the same number of patients 
during the 1957-1958 period. The case 
records of these 37 patients were carefully 
studied in an effort to determine the factors 
which made it necessary to hospitalize them 
against their will. The case records of a 
similar number of mentally disturbed per- 
sons who were not hospitalized by petition 
or otherwise were also carefully studied. 
The patients in this latter group were suf- 
ficiently disturbed to require and receive 
a psychiatric evaluation. Their case rec- 
ords were analyzed to determine why hos- 
pitalization was not deemed necessary, and 
this group serves as a comparison for the 
group who were petitioned into the Phila- 
delphia General Hospital. é 


METHOD 


Psychiatric experience and case record 
study suggest that the factors leading to a 
decision for hospitalization resolve them- 
selves into six categories or criteria for hos- 
pitalization. These six criteria do not ap- 
pear to contribute equally to the decision 
for hospitalization by petition. We rated 
each criterion numerically with regard to 
intensity and assigned a maximum rating 
to each, which is an expression of the rela- 
tive importance of that criterion in favor 
of hospitalization, These criteria for 
mental hospitalization by petition and a 
description of their numerical ratings are 
presented at this point. 


CRITERIA FOR MENTAL 
HOSPITALIZATION 


NUMERICAL 
RATING CATEGORY 

I. Present Mental Status 

0—Good mental health. 

1—Mildly impaired mental status as 
in mild neurosis, character, and 
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NUMERICAL 
RATING CATEGORY 

personality disorders or mild men- 
tal changes due to aging. 

2—Moderately impaired mental status 
as in moderately severe neurosis 
or character disorders, organic brain 
syndromes of moderate severity, 
moderate impairment in reality 
testing, such as in ambulatory 
schizophrenics or reactive depres- 
sions. 

3—Markedly impaired mental status 
with poor to tenuous contact with 
reality as in organic brain syn- 
dromes, schizophrenic reactions, 
and moderate depressions. 

4—Extreme impairment of mental 
Status, complete loss of contact 
with reality, severe psychotic reac- 
tions, regressed or agitated schizo- 
Phrenics, severe manic or depres- 
sive states, and severe toxic or or- 
ganic brain syndromes. 


II. Self-care Ability 

Financial competence, food in- 
take, personal and room cleanli- 
ness, autonomy of physical 
health, sphincter control, respon- 
sibility for family and posses- 
sions. 

0—Able to care for self adequately. 

1—Requires assistance in two or more 

of above areas. 
2—Requires extensive care. 


III. Responsible Parties Available 
(relatives and/or friends) 

0—Patient is independent, or responsi- 
ble parties are permanently avail- 
able. 

1—Inadequate or marginal care sup- 
plied on temporary or involuntary 
basis. 
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NUMERICAL 
RATING CATEGORY 
2—No responsible parties available to 
a patient unable to care for him- 
self. 


IV. Patient’s Effect on Environment 
(family and community) 

0—No adverse effect. 

1—Slight nuisance or burden. 

2—Severe nuisance and annoyance re- 
quiring much time and energy to 
combat effect. 

8—Intolerable to family and/or com: 
munity. 


V. Danger Potential 
(to self and/or others) 
0—Harmless to self and others. 
1—Has threatened harm to self and 
others, or might be inadvertently 
dangerous. 
2—More menacing threats of danger 
to self and others with history of 
“acting out.” 
8—Homicidal, suicidal, or destructive 
to the point of requiring restraint 
to protect self and society. 


VI. Treatment Prognosis (in hospital) 
0—Poor prognosis with or without 
treatment. a 
1—Guarded to fair prognosis with 
treatment. : 
2—Favorable to good prognosis with 
treatment. 


Having developed this rating system to 
evaluate hospitalization need, all the 37 
patients who were hospitalized were rated, 
and a comparable control group of 37 
patients who were not hospitalized were 
also rated. The scale is seen to provide a 
scoring range from 0 to a maximum of 16 
points. To acquaint the reader with the 


actual method of rating, two representa- | 


tive cases are picked from both the hos- 
pitalized and nonhospitalized groups. 


_ HOSPITALIZED PATIENTS 


1. N.G.—This eighty-six-year-old widowed 
woman was referred by the Department of 
Public Assistance since her relief check was 
about to be terminated because she was no 
” longer considered competent to handle the 
funds, She is untidy, never leaves her 
room, has mild congestive heart failure, 
and is incontinent. She showed a poor 
recent memory, confusion in her thinking, 
and was indifferent to her surroundings 
to the point of euphoria, although occa- 
sionally she showed ungrounded suspicions 
that her neighbors were harming her. She 
was, however, able to converse appropri- 
ately on some subjects and could make 
most of her own needs known. Her psychi- 
atric diagnosis is cerebral arteriosclerosis 
with psychosis. Her neighbors have been 
providing her with one meal a day but are 
showing reluctance to continue, partly be- 
cause she has periodic outbursts in which 
she threatens to kill them. She has three 
daughters who have not accepted any re- 
sponsibility for her care. Her landlady 
fears she will lose tenants and, hence, 
Would like to evict her. 


Disposition: The patient was petitioned 
into the Philadelphia General Hospital. 


Mental status 3 
Self-care ability 2 
Responsible parties 2 
Environmental effect 2 
Danger potential 1 
Treatment prognosis 0 

Total: 10 


2. M.B.—This thirty-three-year-old di- 
Vorced woman was referred by her mother, 
Who found herself increasingly unable to 
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deal with her disturbed behavior. She has 
had three previous psychiatric hospitaliza- 
tions and, following discharge, has never 
been able to remain in remission for more 
than a few months. She currently spends 
her time pacing the floor talking to her- 
self or shouting at her “tormentors.” She 
wanders outside at times and makes ob- 
scene remarks to strangers, so her mother 
has to force her back into the house. She 
has a large kitchen knife which she repeat- 
edly hides under her pillow. When her 
mother tries to remove it, she threatens her 
with violence. She was very unco-operative 
to psychiatric examination, but a few 
minutes of observation showed her to be 
very agitated and hostile, having ideas of 
persecution and to be experiencing audi- 
tory hallucinations. Her behavior in the 
community was well-known to neighbors, 
and they were frightened and annoyed by 
her. Her psychiatric diagnosis is paranoid 


schizophrenic reaction. 

Disposition: (Immediate) petition to Phila- 

delphia General Hospital. 
Mental status 4 
Self-care ability 2 
Responsible parties 1 
Environmental effect 3 
Danger potential 2 
Treatment prognosis 1 

Total: 13 


NONHOSPITALIZED PATIENTS 


J. F.B—This twenty-seven-year-old single 
man was referred by a Department of Pub- 
lic Assistance physician who had been re- 
quested by the parents to evaluate the 
“physical complaint” of their son. All the 
family are receiving relief checks and are 
only marginally able to handle the funds. 
They were co-operative to a psychiatrist's 
visit, although they did not seem aware 
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that their son’s mental competence was 
being evaluated. The house was very 
Messy, and the entire family was clad in 
their underclothes. (It was a hot day.) 
The patient’s hair was over his shoulders, 
and he had a long beard. He was disori- 
ented as to time and answered questions 
inappropriately and tangentially, He was 
preoccupied with bizarre somatic com- 
plaints involving his kidneys being hooked 
to his legs so that water was running 
through them to his stomach. He had 
visited a faith healer once and was an- 
noyed that his father would not permit 
him to return. The patient goes outside 
of the house only rarely and causes no 
special concern to neighbors. Neither his 
family nor he were willing to consider hos- 
Pitalization, as they felt he could best be 
treated at home. His condition appeared 
to be a chronic schizophrenic reaction with 
a poor prognosis, 
Disposition: Since the family wanted to 
care for him, he was allowed to stay at 
home. It was recommended that the Di- 
sion of Mental Health be notified if the 
condition worsened, and also that the De- 
partment of Public Assistance physician be 
consulted periodically. 
Mental status 
Self-care ability 
Responsible parties 
Environmental effect 
Danger potential 
Treatment prognosis 
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Total: 


2. E.B.—This sixty-one-year-old married 
woman was referred by the Department of 
Environmental Sanitation, where she had 
made repeated complaints against a neigh- 
bor. These complaints were that hot, 
greasy steam comes from the neighbor's 
basement and enters her house, leaving a 
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yellowish coating on her possessions and 
causing her paroxysms of coughing, gag- 
ging and vomiting, and visual disturb- 
ances. The complaint had been investi- 
gated and no basis for it was found, but 
the woman would not accept this. The 
neighbor was interviewed and understood 
and tolerated the patient’s tirades but said 
sbe would notify the authorities if they 
became unbearable. The patient’s hus- 
band was also interviewed and denied the 
seriousness of the situation although it was 
apparent that he had been dominated by 
his wife for years. He also promised to 
inform us immediately of any change in 
his wife's condition. She had been regu- 
larly visiting a local medical doctor who 
also was contacted and stated that he be- 
lieved he could adequately handle her care 
and would inform us if the situation 
worsened. On being examined, the patient 
appeared to be in good contact with 
reality except for her persecutory delusion. 
She wouldn’t consider hospitalization and 
seemed incapable of insight into her para- 
noid thinking. Her condition appeared 
to be a typical involutional paranoid re- 
action. 
Disposition: She was allowed to stay in 
the community under her doctor’s care 
and with the understanding that her hus- 
band and neighbor would notify us of sig- 
nificant changes. 
Mental status 
Self-care ability 
Responsible parties 
Environmental effect 
Danger potential 
Treatment prognosis 
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Total: 


RESULTS 


The 37 patients who were petitioned into 
the hospital uniformly obtained a rating 


of 10 points or more, while those who 
were not hospitalized obtained a rating of 
9 points or less. Thus, there appears to be 


a dividing line at 10, which makes hos- 


pitalization mandatory. Many of the 
borderline cases at 8 or 9 required spe- 
cialized care and were sent to nursing 
homes. 

As can be seen, over 80 per cent of our 
cases fall between ratings of 7 to 12. 

When the cases are broken down ac- 
cording to ratings on individual categories, 
it is shown in the following table. 


Number Number 


hospi- nonhospi- 
Category Rating talized talized 

I. Mental status 2 0 9 
3 18 23 
4 19 5 
Il, Self-care ability 0 0 9 
18 18 
2 19 10 
Ill, Responsible parties 0 0 17 
1 ll 15 
2 26 5 
IV, Environmental effect 1 8 26 
2 20 10 
3 9 1 
V. Danger potential 0 0 15 
1 14 16 
2 23 6 
| VL Treatment prognosis 0 23 27 
1 14 10 


As can be seen from the category ratings, 
there is no single category which deter- 
Mines the need for hospitalization. In- 
stead, there appears to be an interdepend- 
ence of categories, 

When the two groups are compared in 


Involuntary hospitalization 
WARNER 


terms of sex, there is a significant dif- 


_ ference as follows: 


Number Number 
Sex hospitalized nonhospitalized 
Male 4 14 
Female 33 28 


No explanation has been found for this 
trend toward more women being hos- 
pitalized, other than a general notion that 
urban women are in a more dependent 
role and require more care. 

The following chart compares the two 


groups according to age: 
Number Number 

Age range hospitalized nonhospitalized 

10-30 1 8 

30-50 15 14 

50-70 6 12 

70-90 15 8 
Total number 37 37 


There appears to be a trend for the 
over-70 group to be hospitalized frequently 
by use of the petition. The control group 
was not matched for age, so no valid com- 
parison is possible. 


DISCUSSION 


This scale has been developed to provide 
a systematic basis by which to make a 
decision to hospitalize a mental patient 
involuntarily. It combines clinical psychi- 
atric evaluation with community and social 
factors. The Philadelphia Division of 
Mental Health acts in an intermediary 
position between the hospital, patient, and 
community and has to evaluate the needs 
of all three. 

We have observed distinct cultural vari- 
ations within the larger community. Thus, 
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the ability of the family or friends to help 
or tolerate the patient depends not only 
on the patient’s premorbid role in the 
family and community but also on the 
prevailing attitude towards responsibility 
to the mentally ill. Some ethnic groups 
have a desire to “take care of their own” 
and show a reluctance to allow relatives to 
enter a hospital for any condition except 
severe physical illness. These groups gen- 
erally live close together in cohesive family 
units and excuse mental illness as ‘“‘eccen- 
tricity” or as a transient behavior aberra- 
tion, The aged are given high status and 
protection and care when needed in these 
families. 

‘The other extreme are those inidividuals 
who are socially isolated and look to gov- 
ernmental help for many problems includ- 
ing mental illness. They are known to 
many agencies, clinics, and hospitals and 
often have made only a marginal adjust- 
ment premorbidly. 

We have been amazed at the amount of 
psychopathology the community can tol- 
erate, It seems as though individuals have 
remained mentally ill in the community 
for long periods of time once an equili- 
brium is developed, within which their 
minimal needs can be met. This is espe- 
cially true if these individuals are quiet, 
not dangerous to others, and do not make 
any demands on unwilling parties. Often 
situations come to our attention after a 
key responsible party is no longer avail- 
able, and the equilibrium is lost. 

It should be pointed out that these rat- 
ings have validity only at the time of the 
evaluation and can change radically in 
brief periods. Individuals with relatively 
low ratings have had changes occur in 
their situation which reflects itself in a 
higher rating at re-evaluation requiring 
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hospitalization. It also should be made 
clear that the criteria described above are 
often different from those used to deter- 
mine hospitalization needs in private 
psychiatric practice. 


SUMMARY AND CONCLUSIONS 


1. In the past four years the Philadelphia 
Division of Mental Health has had a psy- 
chiatrist evaluate mentally ill patients at 
home or in the community to determine 
the need to hospitalize them against their 
will, using a court petition procedure. 

2. A rating scale with criteria under six 
categories was developed out of early ex- 
perience with making this determination 
empirically. These six weighted categories 
are (1) mental status, (2) self-care ability, 
(3) availability of responsible parties, (4) 
patient’s effect on environment, (5) danger 
potential, and (6) treatment prognosis. 

3. Thirty-seven patients who were peti- 
tioned into the hospital were rated on the 
scale and compared to a similar group of 
nonhospitalized patients. 

4. It was found that all 37 hospitalized 
patients had a rating of 10 or more, and 
all 37 patients not hospitalized had a 
rating of 9 or less, so that this is currently 
used as the dividing line for hospitalization 
or nonhospitalization. 

5. In analyzing the six categories on the 
scale in actual use, it was found that no 
single category rating was instrumental in 
making the decision to hospitalize; rather, 
there is an interdependence between the 
different ones. It is stressed that “com- 
munity factors” such as the patient's 
danger potential and the community's oF 
family’s ability to care for and tolerate 
the patient are important factors in decid- 
ing the need for hospitalization. 
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PROGRESS AND PROBLEMS OF 
COMMUNITY MENTAL 
HEALTH SERVICES 


New York, Milbank Memorial Fund, 1959, 232 pp. 


This volume is made up of the papers 
presented at the 1958 Annual Conference 
of the Milbank Memorial Fund, with a 
transcript of the panel discussions. The 
background and scope are stated in the 
preface: “The rapid growth in local mental 
health programs during the past five years, 
together with state legislation authorizing 
local government to initiate mental health 
and psychiatric treatment services, repre- 
sents a departure in community health 
work, As with other new health fields, 
many problems accompany these develop- 
_ ments: administrative structure, budget 
control, priorities in program elements, 
and the ubiquitous ‘personnel shortage.’ 
“This volume is a report on all of 
these, and several related issues, as dis- 
cussed by a group of experts who, among 
them, put into words the main currents of 
expert opinion regarding the progress and 
problems of local mental health programs.” 
Included in the volume are oral state- 
ments describing eight community mental 
health services in California, Missouri, 
_ Massachusetts, South Dakota, Saskatche- 
Wan, and New York. ‘In the appendix are 
j Written statements about the same eight 
services. That for Saskatchewan describes 
à service for the entire province; each of 
€ other descriptions is of one specific 
county organization. 
_ The other formal presentations included 
Mm the volume are papers by C. A. Roberts, 
ae on “Community Mental Health 
a Srams—Some Principles of Organiza- 
n and Administration,” and by Curtis 


G. Southard, M.D., on “A View of Local 
Community Mental Health Programs.” 

About one-third of the volume is a tran- 
script of the remarks by a panel of out- 
standing experts in mental health and pub- 
lic health, These penetrating and free- 
swinging discussions are among the most 
exciting passages in the volume. 

Anyone looking to this collection of re- 
ports and discussions to provide a blue- 
print of standard organization and op- 
eration of a community mental health 
service will be disappointed. The eight 
programs vary widely in organizational re- 
lationships, administrative structure, im- 
mediate goals, and in types of services 
emphasized. There are great strengths in 
all the programs described, and each has at 
least one outstanding service or activity, 
but there is no standard pattern, Fur- 
thermore, even if the strong points of all 
the programs were combined, there would 
still be important gaps. As Dr. Southard 
points out in his paper: “One can find day 
and night hospital procedures and resident 
treatment facilities for emotionally dis- 
turbed children, but these are rare. Spe- 
cial services for the aged have not yet been 
developed. . . . Very little progress has been 
made in co-ordinating local services with 
state mental hospitals. . . . The model 
comprehensive program is not yet a 
reality.” 

The common denominator in all these 
successful programs would appear to be 
their development to fit local circum- 
stances, and of programs in response to 
locally felt needs. This was well summed 
up by Dr. Hubert R. Domke of St. Louis 
who stated that if there is one thing he 
has learned, it is that the nature of a 
community health operation is determined 
entirely by the community in which it is 
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Operating. “Whatever the kind of com- 
munity mental health operation that you 
are trying to develop, it will take its char- 
acter not so much from you as from the 
community which it is attempting to 
serve.” 

Viewed thus, not as a master plan but 
as a source of many stimulating tactical 
methods and of much penetrating strategic 
thinking, this volume will be of great value 
to anyone concerned with community 
mental health services——Rosert C. Hunt, 
M.D., Hudson River State Hospital, 
Poughkeepsie, N. Y. 


MAN’S RIGHT TO BE HUMAN 
By George Christian Anderson 


New York, William Morrow & Co., Inc., 1959, 191 
bp. 


Challenge and charm characterize Dr. 
Anderson's portrayal of the place ‘of re- 
ligion and psychiatry in our daily life. 
The charm flows from his personal style, 
exemplified by many anecdotes from his 
experience as a hospital chaplain. The 
challenge comes from his frank exposure 
of the weaknesses of religion, particularly 
organized religion. Psychiatry is sketchily 
presented and only in a positive light. Dr. 
Anderson is an Episcopalian minister and 
executive director of the Academy of Re- 
ligion and Mental Health. 

The dialectical approach of the first 
three chapters (“Exploring the Inner Self,” 
“The Gods Men Make,” and “Religion in 
Shackles”) might give the impression of 
painting organized religious activity all 
black or all white. Pithily stated, the 
tone of these pages is “Religionists of the 
world unite; you have nothing to lose but 
your shackles.” One wonders if some of 
the sweeping generalities and cryptic refer- 
ences will too eagerly be grasped upon to 
support prejudices. 
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By contrast, the remaining chapters il. 
lustrate, with candid and constructive de- 
scription, man’s struggle to live with him- 
self and with others, free from emotional 
instability and fear. Topics covered are 
the drama of facing death, the prevention 
of emotional growth by unhealthy religion, 
the difficulties of handling emotions with. 
out fear, the healing power of sin, self- 
acceptance, and love, in relation to sex. 

Dr. Anderson’s goal is to excise from 
religious teaching and preaching whatever 
appeals to or perpetuates emotional’ im- 
maturity. Too often parents and clergy- 
men perpetuate an image of God as a 
chastising power who is to be placated 
through proper conduct. It is the nature 
of psychology to have more to say about 
the psychic mechanisms involved in this 
religion of fear than it does about genuine 
religion, whose spiritual relationships lie 
beyond the competence of positive psy- 
chology. It would be all too easy to think 
of religion exclusively in terms of a psycho- 
logical aid or hindrance to emotional 
health. Fortunately, it is not Dr. Ander- 
son’s intention to reduce religion to this 
kind of handmaiden. When religion is 
adopted as a tool, it is no longer religion. 
Fortunately also, truly religious activities 
can coexist—uneasily and hampered, of 
course—with remnants of an immature 
religion of childhood. 

This book has successfully raised essen- 
tial questions about emotional problems 
of man. Anyone who reads Dr. Ander- 
son’s reflections should become more ac 


` cepting of himself as well as more wise in 


rejecting the temptation to capitalize on 
neurotic uses of religion. The book is 
written in a popular style, without docu- 
mentation or index. It would appear to 
be most useful to clergymen, as a mirror 
of unhealthy approaches to people.—REV- 
Axexius Portz, O.S.B., Ann Arbor, Mich. 


= COUNSELING AND PSYCHO- 


THERAPY: THEORY AND 

_ PRACTICE 

_ ByC. H. Patterson 

New York, Harper & Bros., 1959, 322 pp. 


' The emphasis here is upon the develop- 
_ ment of a theory and philosophy of coun- 
" sling rather than upon technique. This 
does not mean the author denies or ne- 
gates technique. Dr. Patterson, however, 
is of the opinion, which many share, that 
the actual process of counseling is inte- 
grated into the ethical and value systems 
of our culture as well as into a systematic 
_ psychology of human behavior. Thus, this 
is the kind of book which should go well 
in didactic or practicum courses, since its 
comprehensiveness of issues and subject 
Matter treatment offers excellent material 
for beginning and advanced students in 
the field. 

The author adheres to the client- 
_ entered approach because he feels it con- 
tains the simplest and basic ingredients 
_ Necessary for the psychotherapeutic experi- 
_ ‘nce, This includes a philosophy of 
human relations which stresses values, par- 
ticularly the value of the individual. Also, 
Ìt encompasses a phenomenological field 
ó theory which goes beyond psychotherapy 
into such areas as learning, personality, and 
eneral behavior. In this respect, the in- 
Ni terweaving of the above two points has 
j a similarity to the existentialist posi- 
| Contributions on the part of scientists— 

Where the value of the individual is not 
lost amidst scholarly jargon and abstract 
 easoning—are always welcome. Par- 
_ Ucularly, it is a healthy sign when psychol- 
gists and/or behavioral scientists main- 
tain both feet upon the ground in the 
of dynamic psychological experi- 

+ Patterson, in Counseling and 
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Psychotherapy: Theory and Practice, has 
gone into orbit, while grounding himself 
in a rational understanding of limitations 
and possibilities —ArTHUR LERNER, PH.D., 
Los Angeles City College, Los Angeles, 
Calif. 


RESEARCH IN PSYCHOTHERAPY 


Edited by Eli A. Rubinstein and 
Morris B. Parloff 


Washington, D. C., American Psychological Associa- 
tion, 1959, 293 pp. 


This book can be highly recommended as 
reading for the psychotherapist interested 
in research. It details the proceedings of 
a conference held in Washington, D. C., 
in April, 1958. The conference, financed 
by a USPHS research grant, was held under 
the sponsorship of the Division of Clinical 
Psychology, American Psychological Asso- 
ciation. 

The conference was organized into four 
topic sessions, each occupying half a day: - 
(1) Problems of Controls, (2) and (3) 
Methods for Asssessment of Change (two 
sessions), and (4) Therapist-Patient Rela- 
tionships. On the evening preceding these 
two full days, Dr. John Whitehorn pre- 
sented an opening address on “The Goals 
of Psychotherapy.” On the last morning 
following these two days, there was a clos- 
ing session of three hours in which the 
participants discussed, in turn, each of the 
four topic sessions. The salient points of 
this discussion are incorporated by the 
two electors in an excellent closing sum- 
mary chapter entitled “Research Problems 
in Psychotherapy.” 

In this reviewer's opinion, this mono- 
graph contains an unusually outstanding 
collection of papers. In addition, the group 
discussions of the papers, although they 
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have been edited, at times reveal extremely 
astute observations on the technical diffi- 
culties in this research area, stated in an 
articulate and enlightened fashion. It 
would be impossible to do justice in any 
other than an extremely lengthy review 
of this book to the complicated detail and 
the close reasoning and sometimes contro- 
versial issues dealt with in some of the 
chapters. Some of the most thought-pro- 
voking and scholarly presentations must 
be mentioned here, although some of the 
papers not referred to here are deserving 
of equal attention to the investigator un- 
daunted by the knottiness of research in 
psychotherapy. Jerome Frank gives a sound 
review of controls in psychotherapy re- 
search as exemplified by the psycho- 
therapy research project of the Phipps 
Psychiatric Clinic. Lewis Robbins and 
Robert Wallerstein give a clear picture of 
research strategy and tactics of psycho- 
therapy research at the Menninger Founda- 
tion. Timothy Leary and Merton Gill de- 
scribe an ambitious and very thorough 
method of measuring the psychotherapeutic 
Process. Carl Rogers describes his current 
approach to the measurement of psycho- 
therapeutic process. John Lacey critically 
reviews, in a sensitive and meticulous way, 
the whole field of interview-psychophysi- 
ology. Finally, the summarizing chapter, 
by Morris Parloff and Eli Rubinstein, 
turns out to be a gold mine of information 
about the main features of the proceed- 
ings, written in a clear, well-organized man- 
ner that merits rereading. 

The book is essential reading for the 
serious researcher in psychotherapy. Its 
format lends itself to reading as a refer- 
ence book, in a selective fashion, browsing 
here and concentrating there. It is not 
very light fare as general reading. It offers 
no encouragement to the authoritarian or 
doctrinaire approach in psychotherapeutic 
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practice or psychotherapy research.—Louts 
A, Gorrscuatk, M.D., Cincinnati General 
Hospital, Cincinnati, Ohio. 


A CHRISTIAN INTERPRETATION 
OF MARRIAGE 


By Henry A. Bowman 


Philadelphia, The Westminster Press, 1959, 127 
bp. 


A Christian Interpretation of Marriage, 
by Henry A, Bowman, represents a unique 
venture in practical theology by one of 
America’s most distinguished educators in 
marriage and family life. Dr. Bowman's 
previous book, Marriage for Moderns, has 
been a near classic, widely used as a text- 
book in college courses on sex, love, and 
marriage. Now, his latest book continues 
in the fine tradition he established for 
scholarship and human understanding. 
The book is exactly what its title suggests 
—a Christian interpretation of marriage. 
The emphasis throughout the book is on 
the teachings of Jesus, Paul, and the Chris- 
tian community. It will probably be most 
helpful to those persons reared in the 
strict, rigid tradition of moralistic Protest- 
ant Christianity, because Dr. Bowman em- 
phasizes the high ideals of love in Jesus’ 
teachings regarding sex and marriage in 
contrast to the legalistic interpretations of 
his sayings about lust, adultery, and di- 
vorce. 

It is impossible to present the Christian 
interpretation of marriage, since among 
Protestant Christians there are differing 
interpretations. Dr. Bowman rightly 
points out that his book is a Christian 
interpretation of marriage that might not 
be completely acceptable to some sects) 
denominations, and Biblical historians. 
The interpretation that he gives is of Jesus 
as the great proponent of principles that 


direct man toward his inner motives and 
attitudes, rather than toward his outward 
behavior and action in sex and marriage. 
Rather than examine each act in marriage 
for its goodness or evil on a black-and-white 
level, Dr. Bowman tells us that Jesus was 
more concerned with the quality and spirit 
undergirding the relationship between the 
sexes. In order to fully understand Jesus’ 
teachings about marriage, it is necessary 
to understand that his entire ministry di- 
rects persons to look within themselves to 
seek to discover who they are before God. 
The author points out that when a man 
and woman do this together, and when, 
together, they will to create a new unit 
with God that exceeds the individuality of 
each, then, from a Christian perspective, 
the marriage is successful. 

The Christian concept of self-surrender, 
or “ego surrender” as Dr. Bowman calls 
it, is widely popular in Christian circles 
and has a long history of favor within 
Christianity. In marriage, the relation- 
ship, and the other partner are held to be 
of greater importance than one’s self. I 
do not disagree with this concept, but I do 
feel that it is often misinterpreted by many 
Christians to mean self-depreciation and 
selfeffacement. If self-depreciation per- 
sists in marriage, it can create feelings of 
guilt in the opposite partner, and it often 
disguises considerable omnipotence within 
the person who engages in this. At this 
moment in Christian thinking, I believe 
that some emphasis on the strength of the 
human spirit and the dignity of man, 


as illustrated in the character of Job and “ 


the drama of Christ's life, would be in 
order, 

At the end of the book (in the Ap- 
Pendices) Dr. Bowman has included a col- 
lection of verses from the Bible on sex, 
love, and marriage, as they are presented 
in the New Testament, It is valuable to 
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read through these, if only to discover how 
few words are spoken about marriage in 
the New Testament in contrast to the 
avalanche of opinions available in the 
churches today about Christian marrriage. 
It would be well for all Christians con- 
cerned to return to the original sources, as 
Dr. Bowman has done, to seek to discover 
some bases for rethinking the Christian 
positions on marriage. 

I think that this book will be most use- 
ful in older youth and young unmarried 
adult groups as a study and discussion 
book for such groups in Protestant 
churches. The “Questions for Discussion” 
in the Appendices will be helpful here. 
In addition, any person contemplating 
marriage or any couple who is willing to 
re-examine the nature of marriage from 
the Christian perspective will profit by 
reading this valuable book.—Arruur N. 
Tincue, American Foundation of Religion 
and Psychiatry, New York, N. Y. 


SOCIAL ASPECTS OF PSYCHIATRY 
Edited by Benjamin Pasamanick, M.D., 
and Peter H. Knapp, M.D. 


Washington, D. C., American Psychiatric Associa- 
tion, 1958, 208 pp. 


This is a group of papers which were pre- 
sented at the Columbus, Ohio, Regional 
Research Conference of the American 
Psychiatric Association in February, 1958. 
Subjects are varied, and among the articles 
included are “The Motivational Pattern 
of the Mental Health Professional” by 
Rettig, Jacobson, and Pasamanick, and 
“The Speech Patterns of Schizophrenic 
Patients” by Gottshalk, Gleser, Daniels, 
and Block. Methods range from the 
statistical study of problems in first ad- 
missions to state hospitals by Locke, 
Kramer, Temberlake, Pasamanick, and 
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Smeltzer, to the theoretical presentation 
by Febster of some hypotheses regarding 
learning in behavior. The latter bears 
the ambiguous title “Reinforcement and 
Punishment in the Control of Human Be- 
havior by Social Agencies.” It is not, how- 
ever, about social work. Included with 
the papers are the discussions which fol- 
lowed them. These are most useful in 
bringing out more of the writers’ thinking 
and in adding other points of view. 

The subject of the paper “Some Methods 
for the Study of Family Interaction in 
Personality Development” by Tichener 
and Emerson is of particular interest to this 
reviewer. It is encouraging to see more 
attempts being made to cope with this 
essential but difficult problem. The ques- 


tion of clinical judgment versus scientific ` 


method of objectivity arises in the dis- 
cussion by Dr. Mangus. In such studies, 
it seems that choices must be made be- 
tween the often rich but always subjective 
and biased clinical view and the sometimes 
sterile, never really objective view from 
methods modeled on those of the physical 
sciences. Aside from all that, it seems that 
these investigators have complicated their 
problem by setting up family types which 
are, as Dr. Mangus notes, detailed enough 
to be unadaptable for progressive stages 
of family growth and development and 
vague enough to present difficulties in ap- 
plication. Better selection and definition 
of variables is to be desired but, on the 
other hand, I do not agree with Dr. 
Mangus that these must be readily meas- 
urable. This might limit subjects under 
investigation to those in which counting 
and measuring techniques would be ap- 
plicable, or, if the data must be forced into 
such a mold, produce distortions at least 
as grave as those arising in clinical impres- 
sions—ALice R. CorNELISON, Yale Uni- 
versity, New Haven, Conn. 
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CURRENT CONCEPTS OF POSI- 
TIVE MENTAL HEALTH 

By Marie Jahoda 

New York, Basic Books, Inc., 1958, 136 pp. 


This monograph is the first of a series to | 
be published by the Joint Commission on 
Mental Illness and Health as a part of a 
national health survey. It was developed 
by the author with the assistance of a 
group of consultants. The monograph is 
concerned with the promotion of mental 
health as a positive state, rather than with 
the cure of mental illness, or its preven- 
tion. The report assumes that a certain 
physiologic or physiochemical homeostasis 
is necessary for good health, but the em- 
phasis is on concepts from a psychological 
point of view. 

Introductory chapters review the efforts 
to give the term “mental health” a more 
specific meaning. Mental health has an 
essential duality having to do in the first 
instance with the relatively constant and 
enduring function of the personality and 
in the second instance, with the momen- 
tary function of personality and the 
situation. Thus, a man with a bad 
cold might be healthy according to the 
first definition and ill according to the 
second. The cultural point of view 
that there is a relativity about mental 
health depending upon both the person 
and the expectations of the situation is not 
universally accepted. It is clear that the 
notion of mental health is not simply the 
absence of disease. Various conceptualiza- 
tions are examined such as normality oF 
frequency of occurrence and feelings of 
well-being. 

A third chapter discusses six major cate- 
gories of concepts of mental health. 
Greatly abbreviated, they may be char- 
acterized as follows: 


“each of the above. 


1. Attitudes of an individual toward his 
own self. 

9,Degree of growth, development, or 
self-actualization. 

3, Integration within the person. 

4, Autonomy or the individual’s degree 
of independence from social influ- 
ences. 

5. Adequacy of an individual’s percep- 
tion of reality. 

6. Mastery of the environment. 


An analysis and critique is supplied for 
In Chapter V, it is 
pointed out that a great diversity of types 
may, in practice, pass as healthy and that 
persons may be regarded as healthy from 
a particular point of view while not from 
another. Thus, longevity is not the same 
as physical strength, which, in turn, is not 
the. same as resistance to disease. Simi- 
larly, juvenile delinquency is not a single 
entity with a basic cause. It is rather 
a series of problems with a great many 
causes. In all attempts at clarifica- 
tion of concepts, the question of values in- 
trudes. If one uses the label “good mental 
health,” one must also raise the question: 
“good for what?” 

_ Chapter V is concerned with the trans- 
lation of ideas about mental health into 
concepts that can be studied by current 
research procedures. Empirical indicators 
for positive mental health are needed for 
research. Techniques are presented for 
each of the approaches mentioned above. 
The investigator will wish to study this 
chapter in detail and particularly pages 
96-99. An outline lists the mental health 
Concepts and their subdivisions, the em- 
pirical basis for inference, the conditions 
for observation, the available instruments 
and techniques, considerations for con- 
“eptualization and design, and the next 
Steps, 
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A final chapter, “Viewpoint of a Clini- 
cian,” “is, in a sense, a minority report, 
with its emphasis on the need for sharp 
distinctions between health and disease. 

This brief book is a useful excursion in 
the interest of improved programs of re- 
search in mental health. As a minimum, 
it should assist future conferences and con- 
ferees in an earlier resolution of the end- 
less discussion and argument that is in- 
jected with problems of definition of 
mental health. It will save time for future 
investigators. Six pages of useful refer- 
ences are supplied on the social, psycho- 
logical, and theoretical aspects of mental 
health._—Wrtarp C. Orson, University of 
Michigan, Ann Arbor, Mich. 


THE CENTRAL NERVOUS SYSTEM 
AND BEHAVIOR: TRANSACTIONS 
OF THE FIRST CONFERENCE, 
FEBRUARY 23-26, 1958 

Edited by Mary A. B. Brazier, Ph.D. 
New York, Josiah Macy, Jr.» Foundation, 1959, 450 
pp- 


This volume initiates a new Macy series 
of discussions of nervous phenomena and 
centers around the subject of the condi- 
tional reflex. Approximately and most 
timely, the first section contains a pic- 
torial review of Russian physiologists ‘and 
a historical survey of the work of early 
Russian neurophysiologists. The illus- 
trations, reproductions of portraits and of 
scientific experiments and their interpre- 
tations are excellently chosen and ade- 
quately reproduced. The picture of 
Mendeleyev's whiskers (Mendeleyev him- 
self is eclipsed) is alone worth the price 
of the book, with runners-up exuberant 
enough to indicate that the competition 
in those days was formidable. This first 
historical section is a timely reminder that 
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Russian science did not start with the 
Bolshevik Enlightenment, and at ‘the be- 
ginning of the twentieth century, Russian 
and German neurophysiology were in inti- 
mate contact. An account is included of 
present-day physiology in the Soviet Union 
as observed by visiting American scientists. 
The extensive discussions of the formal 
papers, presented in the usual Macy Con- 
ference manner, are often as illuminatng 
as the speakers’ more set pieces, with less 
superfluous conversation than has some- 
times appeared in previous conference 
reports. | 

The second section consists of scientific 
papers by American authors, dealing, in 
general, with the process of conditioning. 
Direct electrical stimulation of the brain— 
including self-stimulation when the animal 
learns to trip a lever—the electroencephalo- 
graphic changes associated with the con- 
ditioning process, other and perhaps more 
specific nervous tissue responses to the im- 
mediate conditioning and testing stimuli, 
and a general summary of Russian and 
American ideas and their interplay follow 
in this order. Here again, the discussions 
by conference participants contribute ma- 
terially not only to critical evaluation of 
the work presented but to the relations 
between Russian and American interpre- 
tations. 

In accordance with current psychological 
as well as physiological practice, the phe- 
nomena of consciousness are conspicuously 
left out of this picture, until finally the 
point is raised by Sperry that conditional 
responses may be possible only following 
stimuli which result. in subjective aware- 
ness. It is high time for this problem to 
be raised again, and its examination would 
be well worth a following Macy confer- 
ence in the current series—Grorcr H. 
Bısuor, M.D., Washington University, St. 
Louis, Mo. 
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THE MEASUREMENT AND 
APPRAISAL OF ADULT 
INTELLIGENCE 


By David Wechsler 


Baltimore, The Williams & Wilkins Co., 1958, 297 
Pp. 


Wechsler’s Fourth Edition of The Measure- 
ment and Appraisal of Adult Intelligence 
represents a thorough revision and expan- 
sion of the older editions. Included are 
new chapters on the “Factorial Composi- 
tion of W-B I and the WAIS,” “Changes 
in Intelligence and Intellectual Ability 
with Age,” “Changes in Intelligence Con- 
sequent to Brain Damage,” and “Utiliza- 
tion of W-B I and WAIS in Counseling 
and Guidance.” 

As might be expected, Wechsler con- 
tinues to conceive of his scale (at times) 
as a measure of Spearman’s g. He supports 
this with reports from a half-dozen factor 
analyses. The number of factors reported 
is small, and one, conceived either as a 
second order or as a first order general 
factor, accounts for much of the variance. 
Much space is devoted to the construct 
of intelligence. Unfortunately, no inte- 
grated construct emerges. At best, Wechs- 
ler says that intelligence is a multivariate 
construct, an idea that is neither new nor 
especially enlightening in view of Guil- 
ford’s list of 40 intellectual factors. 

The clinician will find much that is new 
and provocative in the Fourth Edition. 
Wechsler presents data concerning the ef- 
fects of aging and new material concerning 
sex differences. Women call upon differ- 
ent patterns of ability in exercising their 
intelligence; they are neither brighter nor 
duller than men. In addition a masai 
linity-femininity score is offered. He reviews 
the test changes reported consequent to 
brain damage and indicates what he re- 
gards as the typical organic test syndrome. 
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However, there is no reference anywhere 
in this chapter nor elsewhere to the prob- 
lem of base rates and/or to the efficiency 
of his psychometric signs. 

In conclusion, the Fourth Edition can 
be recommended to all clinicians who 
make use of the Wechsler Scales——Mav- 
rice Lorr, Pu.D., Veterans Administra- 
tion, Washington, D. C. 


THE ADULT AND THE NURSERY 
SCHOOL CHILD 

By Margaret I. Fletcher 

Toronto, University of Toronto Press, 1958, 118 pp. 


This book represents the experience ac- 
cumulated over many years by a person 
with real ability to understand the general 
principles underlying human growth and 
development and human behavior. Pre- 
sumably, the book was prepared for nurs- 
ery school teachers, who might benefit 
from the creative, practical experience of 
the author. Howeyer, it is apparent from 
thoughtful reading that the book’s use- 
fulness extends far beyond this purpose. 
The quality of definition and generaliza- 
ton portrayed by Miss Fletcher in dis- 
Cussing the behavior of children with 
Whom she has been concerned actually 
Would apply to whatever age level one 
Wished to consider. For the reviewer, the 
book was like facing in a mirror some of 
the truths gained from long experience 
in working with people—truths so obvious 
Yet so seldom discriminated and specifically 
recognized. 

The Adult and the Nursery School 
Child would be a useful resource for al- 
Most any of the disciplines which deal with 
human behavior and human relations. It 
Would be particularly useful to those work- 
mg in educational systems and for parents 
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of children of all ages. The author has 
achieved a sensible position with respect 
to freedom, limitations, rules, their rela- 
tion to emotions, and the importance of 
adult-child relationships. Nowhere in the 
book is the impression given that the chil- 
dren being dealt with are living in a situ- 
ation with a structure too severe or too 
constrictive to permit individual creativity 
to come to rather full expression. The 
book contains many excellent generaliza- 
tions about human adjustment; for ex- 
ample, “. . . . people who face up to life’s 
situation, make decisions about what they 
want to do and how they want to live, 
and accept the outcome of these decisions 
with serenity and further willingness to go 
ahead;” “all adults have a great obligation 
to help them grow;” “the relationship be- 
tween a child and an adult is an essential 
part of his growing up.” 

This book furnishes an excellent prac- 
tical blueprint for setting the stage of 
development with normal growing indi- 
viduals. The chapter on the teacher and 
the child provides a very good description 
of characteristics of a good teacher and 
of ways to maintain favorable child-teacher 
relationships. The material is well- 
ordered and practically illustrated to 
demonstrate how to put into practice many 
of the principles in dealing with children, 
The presentation shows clearly how to set 
up specific. experiences and work out re- 
lationships between adult and child, con- 
sidering both individual differences and 
similarities in many aspects of behavior. 
At points, actual techniques are given. On 
the whole, this small book is one of the 
most practical and useful about young 
children that the reviewer has read, and 
it can be recommended highly to all who 
are interested in human growth and de- 
velopment—W. Mason MATHEWS, Px.D., 
The Merrill-Palmer School, Detroit, Mich. 
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THE ROOTS OF PSYCHOANALYSIS 
AND PSYCHOTHERAPY 


By S. A. Szurek, M.D. 
Springfield, Ill, Charles C Thomas, 1958, 134 pp. 


This modest essay seeks to define the tech- 
nique of psychoanalysis and to distinguish 
it. from analytically oriented psycho- 
therapy. The author divides his presen- 
tation into three parts: the first defines his 
basic criteria; the second considers some 
special aspects of psychoanalytic technique; 
‘the last section takes up the characteristics 
of “psychotherapy.” 

The author is obviously an experienced 
psychoanalyst. In addition, he makes use 
of pertinent literature. And yet for this 
reviewer, the commendable intentions con- 
tained in the foregoing outline are not 
realized. The promised differentiation of 
psychoanalysis and psychotherapy fails to 
emerge. What is more, familiar and basic 
psychoanalytic concepts are omitted en- 
tirely or considered only briefly. Examples 
of the latter include the concept of un- 
conscious conflict, infantile sexuality, the 
Oedipus complex, pregenital sexuality, sib- 
ling rivalry, the nature of the primary 
process, and the need for working through. 
Psychoanalysis as a process which involves 
the resolution of the patient’s defenses in 
the context of the transference neurosis, 
for the purpose of making the Unconscious 
conscious, is never actually defined. These 
omissions become even more striking in 
the light of the author’s rather extravagant 
contention that “there is a source of un- 
ending satisfaction, if not of awe, in this 
elegant and almost unfailingly effective 
and precise tool, both of investigation and 
of healing, discovered by Freud.” ‘The 
different forms of psychotherapy which 
are not analytic in the foregoing sense of 
the word, but which are based, neverthe- 


138 


less, on psychoanalytic theory are hardly | 
considered. 

In spite of these shortcomings, the book 
is provocative and should provide a basis 
for discussion in seminars for students of 
psychotherapy.—Louis Linn, M.D., New 
York, N. Y. 


PSYCHIATRY AND THE 

PUBLIC HEALTH 

By G. R. Hargreaves 

New York, Oxford University Press, 1958, 118 pp. 


This book consists of the five Heath Clark 
Lectures delivered at the London School 
of Hygiene and Tropical Medicine in 
1957. Its author is the former Director 
of the Mental Health Section of the World 
Health Organization and is presently the 
Nuffield Professor of Psychiatry at the Uni- 
versity of Leeds, England. Like the un- 
folding of a bud, the lectures relate in 
expanding concepts the growth of psychia- 
try and its progressive integration into 
medicine and other structures of society. 
The chapter headings (lecture series) are: 
“Psychiatry and its Origins”, “Psychiatry 
and Society”, “Psychiatry and Medical Ad- 
ministration”, “Psychiatry and The Family 
Doctor”, “Psychiatry and Public Health 
Practice”. 

The writing is lucid; the approach to 
the subject is scholarly; and the basic 
material is so handled as to relate the 
reader intimately to the ideas of an au- 
thor who has made himself a master of 
this subject. Although many of the anec- 
dotes and examples are oriented to 4 
British audience, this does not seriously 
detract from the communication of the 
concepts. 

This book would be especially helpful 
to students and practitioners of public 
health, psychiatry, and medical and so- 
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cial administration Kent A. ZIMMERMAN, 
M.D., Child Guidance Services, Children’s 
Hospital of the East Bay, Oakland, Calif. 


EDUCATIONAL PSYCHOLOGY 

AND CHILDREN 

By Kenneth Lovell; 

Foreword by P. E. Vernon 

New York, Philosophical Library, Inc., 1959, 272 pp. 


According to P. E. Vernon, professor of edu- 
cational psychology at the University of 
London, the author of the foreword to this 
book, colleges in England have been, in 
their teacher training, disregarding to a 
great degree the vast amount of educational 
research that has been done in the U. S. 
and other countries. They have been rely- 
ing on English texts of four decades ago. 
This book has been written by Professor 
Kenneth Lovell, lecturer in the University 
of Leeds Institute of Education, to fill an 
urgent need in England for an up-to-date 
treatment of educational psychology. 
Although less than 800 pages in length, 
the book is amazingly comprehensive but, 
because of its comprehensiveness, neces- 
sarily brief in its treatment of most topics. 
Th most instances the serious reader, and 
€specially the teacher in training, will be 
forced to resort to the numerous references, 


' both English and American, mentioned in 


the footnotes if he is to have more than 
Just a general and superficial understanding 
of the subject. This, of course, would not 
apply in the case, for example, of the chap- 
ter “Human Abilities and Their Measure- 
Ment” which provides a fairly complete 
Presentation of tests and their uses. In 
general, however, this reviewer would con- 
sider the text somewhat in the nature of an 
outline. 

A As such, it includes brief discussions of 
existing psychological principles and prac- 
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tices, both classical and current, regarding 
motivation, learning, personality develop- 
ment, maladjustment and delinquency, 
guidance, transfer of training, etc. These 
are presented in an objective and impartial 
manner. The author does not claim to 
favor any particular theory; indeed, in many 
instances his attitude is one of wholesome 
scepticism; nor does he fail to indicate lack 
of proof where such lack exists. 

The chief deterrent to the success of this 
book as a standard text seems, in the opin- 
ion of this reviewer, to be its extreme con- 
ciseness. Were the author to expand the 
text by incorporating within it some of the 
relevant ideas and discussions contained in 
the books referred to in the numerous foot- 
notes, so that each subject could be treated 
more fully, he would be attaining his ob- 
jective more efficiently. As it stands at 
present, “An Outline of Educational Psy- 
chology” would be a more fitting title— 
Ipa KLEIN STERNBERG, Public School 103, 
Bronx, N. Y. 


CLINICAL PSYCHOLOGY, 

THE STUDY OF PERSONS 

By Richard W. Wallen 

New York, McGraw-Hill Book Co., Inc, 1956, 388 
pp. 


Although this volume is written for the 
clinical psychologist to help him collect and 
integrate a variety of data about a single 
person, the author emphasizes that one of 
his important aims is to help the student to 
think “critically and creatively about peo- 

le.” 
i In a series of 18 chapters, Mr. Wallen 
covers much of the field of clinical psychol- 
ogy. He discusses the training and back- 
ground and the kind of personality desir- 
able in the clinical psychologist and the 
variety of clinical positions available to him. 
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The material of the volume is geared to the 
undergraduate as well as the graduate stu- 
dent, and the author is well aware of the 
difficulties involved in trying to meet the 
needs of both groups. The instructor can 
help in directing discussions, assigning sup- 
plementary reading, etc. 

Much space is devoted to the minute con- 
sideration of the kind of sensitivity which 
must be possessed by the experienced psy- 
chologist. He must feel the need for and 
know how to establish the relaxing atmos- 
phere in the interviewing situation to bring 
forth as much data as possible to help him 
understand the client and his problem. He 
should constantly keep in mind that the 
primary reason for obtaining the informa- 
tion is to make use of it on behalf of the 
client. Information is needed regarding 
health, family life, school, interpersonal re- 
lationships, vocational interests and experi- 
ence, sexual development, onset and un- 
folding of conflicts and symptoms, etc. An 
all-important point made by the author re- 
lates to the need for utilizing suitable social 
norms in the interpretation of data. Un- 
fortunately, the lack of such norms is an 
ever-present problem. There is abundant 
illustration with case material to bring 
home the difficulties involved in the clinical 
process and to stress the need for mature 
and experienced judgment, which is con- 
stantly required. The reviewer finds this 
material a veritable asset, as it offers much 
practical help. 

A chapter on the medical assessment of 
the client is contributed by Dr. Roy M. 
Whitman. The importance of the medical 
examination, especially in the presence of 
certain symptoms, is stressed. The clinical 
psychologist must be aware of the physical 
signs which require special study. 

Four chapters are concerned with psycho- 
logical tests and their evaluation. The 
drawbacks of the Rorschach are seen in the 
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lack of clarity of concepts, variation in scor- 
ing and interpretation, the bias in the mal- 
adjusted direction, the lack of evaluation of 
positive assets and failure to consider that 
the protocol may be the result of a “stress 
performance.” Suggestions for interpreting 
T.A.T. stories are also made in terms of 
various relationships. The question of 
which traits brought out in the stories are 
transient is also raised. Several other tests 
are briefly discussed. This reviewer differs 
with the author’s postulate that a poor score 
on a given test has to be accepted at face 
value as representing the individual. There 
are many reasons why a score secured at a 
given time may be interpreted as not in- 
dicative of actual potential. The reviewer 
also takes issue with the author's negative 
attitude toward the value of psychological 
tests. 

The last two chapters discuss psycho- 
therapy and psychotherapeutic methods. 
The author laments the well-known fact 
that it is difficult to measure improvement 
and recognizes that there is little evidence 
at the present time to warrant the assump- 
tion that one therapeutic method is indis- 
putably above all others. The relationship 
between therapist and client is of primary 
importance as is the attitude of acceptance. 
The author also attempts to classify into 
several major categories the variety of prob- 
lems and complaints clients bring to the | 
therapist. 

Scattered throughout the book are exer- 
cises which present a variety of clinical 
problems, and the student is requested to 
furnish answers to the questions raised. 
Many of the problems do not lend them- 
selves to unambiguous solutions. There 1s 
a certain amount of risk that the student 
will assume that clear-cut answers are pos- 
sible. Even instructors may differ widely 
in their approach. This section has value, 
but it would be enhanced by a clear state- 


ment that single solutions are not always 
possible as well as greater direction for the 
type of discussion which should be aimed at. 

This volume is a distinct contribution to 
the training of the clinical psychologist. It 
stresses the need for the study of persons 
but also presents much valuable data on 
how to proceed.—Simon H. Tuncuin, New 
York, N. Y. 


PROGRESS IN CLINICAL 
PSYCHOLOGY, VOLUME III 
Edited by Daniel Brower 

and Lawrence E. Abt 


New York, Grune & Stratton, 1958, 249 pp. 


This volume, subdivided into four parts, 
systematically and critically reviews prog- 
ress made in the field of clinical psychology 
during the past two years. Nineteen au- 
thors participate in the evaluation. 

In Part I, which serves as an introduction, 
Lawrence E. Abt, one of the editors, con- 
siders the general topic dealing with “Move- 
ments of Thought in Clinical Psychology.” 
He discusses the relationship of general psy- 
chology to the clinical field and forcibly 
makes the point that personality cannot be 
understood without full recognition of the 
social matrix. Personality is not a self 
contained entity, and it is essential to con- 
stantly bear in mind that interaction with 
the environment goes on continuously. 
This is followed by a chapter in which 
Emanuel K. Schwartz presents a frank dis- 
cussion of the problems involved in the 

Development of Clinical Psychology as an 
Independent Profession.” The need for sci- 
entific and theoretical material is recognized 
and the lack lamented. ‘There is also a 
straightforward airing of the struggle with 
the medical group. Many problems con- 
front the clinical psychologist, and a num- 
ber of sobering questions are raised. 
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Part II is given over to a series of seven 
chapters by different authors—all devoted 
to various aspects of “The Diagnostic Test 
Battery.” The participants are Daniel 
Brower, coeditor, Arthur Carr, Arthur 
Bachrach, Max Hutt, Fred Brown, Zyg- 
munt Piotrowski and Milton Gurvitz. With 
but minor variation, it is agreed that the 
battery should include an intelligence test, 
Rorschach, T.A.T. Drawings and addi- 
tional tests, depending upon need. Tests 
should help the clinician to understand the 
individual. A point which is independently 
made by several authors is that inconsistent 
results on several tests do not minimize the 
value of the findings but, on the contrary, 
stress the fact that different levels of func- 
tioning are disclosed and that the results 
may reflect conflicting emotions and atti- 
tudes, Discrepancies in findings should 
lead to further research. 

Part III is devoted to the many problems 
dealing with changing “Conceptions in Psy- 
chotherapy.” Ten authors contribute a total 
of nine chapters in this area. Several types 
of therapy are discussed as well as group, 
play and rehabilitation therapies. One 
chapter summarizes pharmacologic aids, 
and one chapter considers the newer ap- 
proaches in therapy. The following are 
the participants of Part III: John Butler, 
Harry Joseph, Bernard Riess, Benjamin 
Wolstein, Asya Kadis and Max Moskowitz, 
Adolph Woltmann, Leonard Diller, Law- 
rence Kaplan and E. Lakin Phillips. 

There is increasing awareness that the 
personality and the activity of the therapist 
need to be evaluated as important variables 
in the therapeutic process. In research, the 
team approach should be emphasized. 
There is also greater disposition to utilize 
the patient’s positive resources and a real- 
ization that in many cases, short-term, non- 
depth therapies can produce better results 
than depth psychotherapy. 
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Several of the pharmacologic aids have 
helped to reduce the need for more drastic 
therapies, but much research remains to be 
done before clear-cut solutions to the nu- 
merous problems involved are secured. 

Part IV consists of a lengthy chapter 
written by Henry P. David, in which he 
reviews “Clinical Psychology in Other 
Lands.” The status of clinical psychology 
in England, Continental Europe and Russia 
is surveyed and a wide variation in practice 
described. During the past few years closer 
contact between this country and these 
other lands is being established with result- 

` ing benefit to all. 

At the end of the chapters the authors 
supply bibliographies of valuable references 
to the literature. 

The editors of the volume have per- 
formed an admirable service to the clinical 
psychologist in bringing together an ac- 
count of what is currently taking place in 
the field. Interwoven with this data are 
posed numerous questions and problems, 
the answers to which are still some distance 
away.— Simon H. Turcu, New York, 
N. Y. 


COMMITMENT OF THE MENTALLY 
ILL: PROBLEMS OF LAW AND POLICY 
By Hugh Alan Ross 


Reprinted from the Michigan Law Review, Vol. 57, 
May 1959, No. 7, 73 pp. 


This book is a very fine compilation which 
brings together many of the problems and 
commitment procedures of the mentally ill, 
including all the ramifications of law and 
policy in the protection of the individual. 
It would be an extremely interesting book 
for psychiatrists who are forensically or 
administratively inclined. Others who have 
to do with ordinary psychiatric treatment or 
psychoanalysis would only find iť dull and 
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boring. The same could be said for lawyers 
who are interested in mental illness, while 
others are not interested in this aspect of 
society, and the individual would indeed 
find it boring. 

It can be seen in this book that the ac- 
tions of psychiatrists, on one hand, trying 
to help the patient and of the law trying 
to protect the patient from another angle 
may, in their extremes, work to the detri- 
ment of the patient. In reading the book, 
one gets the feeling that this would not be 
if it were not for the cold war between the 
absolute protection of the individuals’ con- 
stitutional rights without considering the 
patient as a sick person who has to be 
treated and the absolute taken by the psy- 
chiatrist that the patient must be treated 
regardless of his constitutional rights. If 
this in, someway could be resolved satis- 
factorily, the patient would best benefit by 
receiving his treatment, his return to so- 
ciety and protection of his constitutional 
rights. 

This is pointed out by the author as two 
defects in the concept that commitment is 
either based on medical judgment or on 
constitutional rights. 

The author has covered a wide range of 
law, and it is suggested to any reader that 
if a specific point is to be considered, it 
should be checked for the exact meaning 
in each state. There is no doubt that, on 
the whole, the author is very correct. How- 
ever, his interpretation on page 969 that 
commitment in New York State results in 
automatic incompetency under the so-called 
General Order +10 is not exactly right. 
The patient is not declared incompetent; 
the patient is allowed to act; and the ad- 
mission itself does not place a presumption 
of incompetency. The purpose of the Gen- 
eral Order is merely to protect the patient 
in every transaction, as far as possible, from 
parties on the outside who might overreach 
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their authority. Instruments actually have 
been executed by patients without a knowl- 


edge of institutional personnel, and the 


mere fact that the provisions of General 
Order #10 were not complied with would 
not of itself invalidate the instrument. It 
is, therefore, perhaps a very fine interpreta- 
tion in the content in some laws, but it may 
be misinterpreted by the author from his 
standpoint. 

The author goes to some length in dis- 
cussing the matter of commitment, legal 
capacity and competence of an individual. 
It is very interesting how he has put all 
his material together, but it leaves one with 
the feeling that there is nothing definite in 
any of the rules and that the generalities of 
rules for competence and incompetence can- 
not be made, but that each individual case 
must be considered at a special time and for 
special events—HERMAN B. SNOW, M.D., 
x oo State Hospital, Ogdensburg, 


THE PSYCHOLOGY OF 
EXCEPTIONAL CHILDREN, 
THIRD EDITION 

By Karl C. Garrison and 

Dewey G. Force, Jr. 

New York; The Ronald Press, 1959, 586 pp- 


This is the third edition of a respected text- 


_ book prepared primarily for student teach- 


ers and for the reference shelf of practicing 
teachers, It spells out, in a concise intro- 
duction, concepts of individual differences 
and case identification. The book then 
goes on to discuss and provide selective 
teferences for appropriate subgroups within 
the broad categories of “Mental Deviates,” 
Physical Disability,” “Neurological Im- 
Pairments and Health Problems” and 
Emotional and Social Maladjustments.” 
This subject matter is capped by a glossary 
and a directory of 16 mm motion pictures. 
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The material of the text is current and 
the product is an effective job of condensa- 
tion of the plethora of data, reports, opin- 
ions and prejudices in this field. It is 
anticipated that real meaningfulness of the 
material to the student teacher will follow 
some experience with general or educational 
psychology and child growth and develop- 
ment. The text, however, can be conceived 
to have value in the inservice training of 
nurses and technicians providing care and 
supervision of exceptional children. The 
degree of value will depend upon back- 
ground experiences having been available 
to these readers and the availability of a 
faculty to relate the information in the 
book to the reader's experience. 

This reviewer regrets the publisher's ap- 
parent lack of notice of the techniques of 
commercial artists and public school text- 
book publishers. Potential readers of this 
book should, of course, be sustained in their 
motivation by more than color, pictures and 
format of a text. Nevertheless, their learn- 
ing might be made easier by a more inspired 
style of presentation of material. The 
book’s dust cover is prosaic, and there are 
occasional long uninterrupted sequences of 
pages which may be made formidable by 
the failure to use marked variation from 
text type for headings and by the quality of 
color contrast between the type and the 
paper.—Mavrice G. Korr, Bureau of Men- 
tal Deficiency, Department of Institutions 
and Agencies, Trenton, N. J. 


THE MENTALLY RETARDED 

IN SOCIETY 

By Stanley Powell Davies; 

Katherine G. Ecob, collaborator 

New York, Columbia University Press, 1959, 248 pp. 


The tremendous resurgence of interest and 
concern about the problem of mental re- 
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tardation has brought with it a reawakening 
on the part of all professional disciplines to 
the importance of this area. This reawak- 
ening has led to the publication of more 
books entirely devoted to this problem. 
Most recent publications have been di- 
rected, in the main, to a particular disci- 
pline’s concern with mental retardation. 

Dr. Davies’ book is unique in that, as the 
preface states, “this volume endeavors to 
present mental retardation in its social 
rather than its clinical aspects.” 

The treatment of the history of the move- 
ment is both informative and interesting. 
The accounts of the contributions of the 
early pioneers and especially those on Drs. 
Itard and Seguin are presented with dra- 
matic clarity. 

Dr. Davies’ frank treatment in Part One 
of the controversies of the past, e.g., “‘cure 
vs. training” and “nurture vs. nature” gives 
the reader pertinent information on both 
sides of the issues, together with references 
for the individual who would want to delve 
further into a particular aspect of the prob- 
lem. This portion of the book brings up 
to date developments in the fields of eu- 
genics, delinquency, sterilization, causation 
and, of extreme importance, the recent con- 
tributions of the behavioral sciences towards 
a better understanding of the mentally 
retarded. 

Part Two gives a concise account of the 
current programs and practices, covering all 
age levels. It also gives the ideologies and 
services of the various agencies, both public 
and private, relative to the mentally 
retarded. 

The last chapter, “The Mentally Re- 
tarded in the Social Order,” sets before us 
the challenges that lie ahead; these will have 
to be resolved if a complete program for 
the identification, training and life care of 
the retarded is to be realized. 

Dr. Davies and Miss Ecob are to be com- 
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mended for this contribution to the field, 
The Mentally Retarded in Society not only 
belongs on the reading lists for professionals 
directly concerned with this area but should 
be introduced to students and workers in all 
allied fields of endeavor. 

The book ends with a charming reference 
to Dickens’ Maggy in Little Dorrit, of 
whom Dorrit says with pride, “You can't 
think how good she is, sir . . . or how clever 

- she earns her own living entirely.” 
There are, and will be, many more “Dor- 
rits” who will prove to society that the 
“retarded are people.”—Cunris J. Dr Prospo, 
Associate Professor of Education, The City 
College, New York, N. Y. 


CHANGING CONCEPTS AND 
PRACTICES IN PSYCHIATRIC 
OCCUPATIONAL THERAPY 
Edited by Wilma L. West 


New York, American Occupational Therapy Asso- 
ciation, 1959, 248 pp. 


This is essentially a recording of the Allen- 
berry Workshop Conference on the Func- 
tion and Preparation of the Psychiatric Oc- 
cupational Therapist held in November of 
1956. In addition to this recording of the 
project and its format and discussions, the 
editor has injected many interesting views, 
both her own and those of other authorities. 

The keynote address by Drs. Elvin V. 
Semrad and Max Day makes for most inter- 
esting and informative reading. Titled 
“Techniques and Procedures in the Treat 
ment and Activity For Psychiatric Patients, 
it forms a fitting and pertinent introduc 
tion to the material which follows. 

The book concerns itself with techniques 
and activities used in psychiatric occupa 
tional therapy and the role of the occupa 
tional therapist in relationship to other 
specialists in psychiatric activity programs. 


Also discussed are current and future trends 
in psychiatric occupational therapy. There 
is also some attention paid to educational 
and practical preparation of occupational 
therapists and their needs for the future. 

One of the chief purposes of this book is 
to offer a definition of the role of the occu- 
| pational therapist, his relationship to other 
activity specialists and, from this definition, 
to formulate the training necessary to this 
end. In the process of this introspection, 
the author has provided an excellent hand- 
book for all workers in the psychiatric field. 
I think that the book should be a part of 
every medical library. It is a welcome addi- 
tion in a field where there has been for 
years a dearth of definitive literature.— 
Cuve Krycar, Jr. O.T.R., Director of 
Occupational Therapy, Essex County Over- 
brook Hospital, Cedar Grove, N. J. 


THRILLS AND REGRESSION 
By Michael Balint 


New York, International Universities Press, 1959, 


148 pp. 


This book is written in an attempt to give 
a new vantage point from which to view 
personality development and psychopath- 
ology. It is based on an assertion by the 
author that the development of instinctual 
aims (oral, anal, urethral and genital forms 
of gratification) and the development of re- 
lationships to objects (primary love, ocno- 
philia and philobatism, narcissism, active 
adult love, etc.) are separate processes, 
though mutually influencing each other. 
Two terms, “philobatism’” and “ocno- 
philia,” are coined, with an interesting dis- 
course on their etymology. 

Philobatism is synonymous with a love of 
thrills, heroics, excitement and living in a 
World in which distances between objects 
18 valued more than the objects themselves. 
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The ocnophil, in contrast, avoids and denies 
distances between objects and gains his sat- 
isfaction from clinging closely to them. As 
the author points out, this concept overlaps 
with Freud’s description of the anaclitic 
versus the narcissistic type of individual 
and Fenichel’s phobic-counterphobic con- 
cept. 

In two case descriptions given in the in- 
troduction, the term “object” is used quite 
loosely to denote inanimate objects as well 
as people. In neither case is the patient's 
chief complaint nor basic psychopathology 
elucidated with the end result being a feel- 
ing of vagueness about them, except that 
they are sick. 

The book is interesting reading, and the 
ideas are stimulating to consider. An effort 
such as this to clarify psychoanalytic theory 
is well worth considering especially if it is 
done by a man of Dr, Balint’s experience 
and knowledge. However, this reviewer 
does not feel that the concepts as presented 
produce the enlightenment intended.— 
RALPH W. Waneson, JR., M.D., Clinical In- 
vestigations, National Institute of Mental 
Health, Bethesda, Md. 


TLL SEE YOU AFTER SCHOOL 
A Play by Loyd W. Rowland 


New Orleans, Louisiana Association for Mental 
Health, 1959, 24 pp. 


During recent years a new tool has been 
developed to be used as a springboard to 
discussion of mental health topics. The 
tool is the structured drama, among the first 
of which was Scattered Showers, written by 
Nora Stirling and published in the interest 
of the American Theatre Wing group of 
New York. The earliest plays were found 
to be so useful that many more have come 
into being, dealing with a variety of topics: 
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discipline, adolescent problems, parent anx- 
ieties and old age. None, however, had 
dealt with one of the most current and most 
crucial of school concerns, the parent- 
teacher interview. 

In response to the need of one in this 
area, I’ll See You After School has been 
published by the Louisiana Association for 
Mental Health, It was written by Dr. Loyd 
W. Rowland, who presents four parents, 
each about to face his child’s teacher. The 
drama presents nothing new. The parents 
could be any four parents in any classroom, 
but each brings to the parent-teacher inter- 
view the package of himself and his past. 
The teacher attempts to meet the needs of 
each, as presented. 

Perhaps the unique feature of the drama 
is the glimpse into the life and attitude of 
each parent as the parent presents a “peep- 
hole” soliloquy preceding and following his 
interview. One feels as if he understands 
otherwise unreasonable behavior as the par- 
ent faces the teacher. 

One criticism has been advanced. Some 
feel that the teacher is too successful in 
reaching all four parents. This seems es- 
sentially unimportant as one observes an 
audience enter into discussion following a 
presentation of the play. As a matter of 
fact, it may well prove to be one of the 
strengths of the play, since parents react 
quickly with observations regarding some 
of their less satisfactory experiences.’ This 
affords an excellent opportunity to com- 
pare: (1) methods used, (2) purpose of 
interview, (8) relationship of members of 
the interview, etc. 

Together with the excellent discussion 
guide included with the play, Dr. Rowland 
has provided us with another excellent de- 
vice to facilitate teaching in the mental 
health field—EstHER L. Mmp.ewoop, 
Ghief, Education Section, Michigan Depart- 

ment of Mental Health, Lansing, Mich. 
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ISSUES IN AMERICAN SOCIAL WORK 
Edited by Alfred J. Kahn 
New York, Columbia University Press, 1959, 354 bp. 


The 12 papers in this volume were written 
by “the new social work scholars and teach- 
ers” selected either as experts in their re- 
spective fields or as creative contributors, 
Among the topics discussed are social work 
as a profession, the blending of psycho- 
analytic and social concepts in treatment, 
and the role of voluntary agencies and of 
volunteers. It is a valuable contribution to 
the social welfare literature and should 
serve as a bench mark to the social work 
profession in the United States. Because 
social work has been impeded by vague 
terminology, narrow conceptions of the 
scope of professional services and a lack of 
clarity about its nature and purpose, there 
is a genuine need for this type of literature. 

It is a book more about social work 
trends, problems and issues than about so- 


' cial welfare. In the opinion of the reviewer 


the volume should have given more atten- 
tion to the international scene. Despite in- 
dividual differences of emphasis and orien- 
tation, the authors tend to stress a broad 
rather than a limited concept of social work. 
The overriding concept of social work, as 
expressed by the editor and re-enforced by 
the contributors, is that the needs of the 
American society would best be served if 
social work were to adopt an “institutional” . 
rather than a “residual” concept of its role. 
Social work, in this view, should regard it- 
self as an essential component of modern 
society, serving the “normal” as well as the 
disadvantaged, involved in planning the 
better life as well as in meeting pathology 
and social disorganization. 

Some of the papers emphasize social work 
methodology; others, the broader issues fac- 
ing social work in the context of social wel- 


i 


fare. The greater emphasis seems to be on 


the methodology. 
Students and practitioners of community 


" organization for social welfare and mental 


"health will note a somewhat indiscriminate 
use of the terms “social work” and “social 
welfare.” 
foreword states, “This is a book about social 
work and social welfare . . .” Yet the term 
“social welfare” is not used in the summary 
of the central issues of the writers. Further- 
more, the editor tells us that “the volume 
does not seek to discuss, specifically and 
comprehensively, major social policy ques- 
tions currently facing social work. 

Alfred Kahn in his opening article on 
“The Function of Social Work in the Mod- 
ern World” takes pains to point out that it 


_ is important to distinguish between social 


——— 


welfare and social work. The authors in- 
dicate that there have been a number of 
efforts made to conceptualize social welfare 
and social work in a manner which would 
designate both a field involving diverse pro- 


grams and a profession demanding a range " 


of skills. 

Some discrepencies in the use of these 
two terms include: the use of “social work” 
to describe agencies and programs, the field, 
Positions other than professional assign- 
ments; the use of the terms “casework” and 
“gtoup work,” which are defined as meth- 
ods, to describe agencies and programs; and 


_ some instances, casework is equated with 


Social work. Community organization, 
While acknowledged as one of the basic 


| Methods in social work, is often subordi- 


nated by some of the authors to the case 


_ Work and group work methods and the use 


of the term “community organizer” appears 
Misleading to the reviewer. Nathan E. 
Cohen, in his article on “Reversing the 
Process of Social Disorganization,” does 
however, define community organization as 
being within the context of social work. 


tf 


The opening sentence in the . 
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One basic issue facing the social profes- 
sion, which several authors mention, is 
whether to give first priority to that area of 
practice, study and research called, for the 
want of a better name, “social policy.” So- 
cial work has long had a double focus: on so- 
cial reform on one hand and on facilitating 
adjustment on the other. Eveline Burns, in 
her 1958 Presidential Address at the Chi- 
cago Annual Forum of the National Con- 
ference on Social Welfare, lists a series of 
14 crucial issues which require social action 
by social workers, Bertram Beck, in his 
article “Shaping America’s Social Welfare 
Policy” in this volume, points out that 10° 
have a major focus on economic and social 
security; important as these issues are, he 
continues, the question may well be posed 
as to whether they are the issues to which 
today’s generation of social workers must 
give first priority. 

Beck does not suggest that social work 
ignore the problems cited by Burns, but he 
underlines the importance of the profes- 
sion’s giving first priority to the problems 
which have followed in the wake of advanc- 
ing material welfare. He recognizes, how- 
ever, that social policy as an area of knowl- 
edge is essential for the competent practice 
of social work and that the profession must 
have a respectable core of practitioners 
whose professional activity is focused in so- 
cial policy. Several of the other authors 
indicate that the profession must identify 
and limit its area of competence and give 
immediate attention to the refinement of 
methods and techniques and to other prob- 
lems of professional practice. They all 
appear to be in agreement, however, that a 
central concern of professionals in this area 
has to do with the ways in which major so- 
cial policies affect the well-being of indi- 
viduals, groups and communities. 

The authors, in the aggregate, make a 
good case for giving top priority to these 
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matters, and therefore it appears to the re- 
viewer to pose a challenge to the social 
work profession and the social welfare field 
as to how they will discharge their responsi- 
bilities in the area of social policy. 
Students and practitioners in mental 


health will find this collection of articles , 


stimulating and informative reading. It 
should be a “must” for all social workers.— 
Joe R. Horrer, Executive Secretary, Na- 
tional Conference on Social Welfare, New 
York. 


LONGITUDINAL STUDIES OF 
CHILD PERSONALITY 

By Alan A. Stone, 

and Gloria Cochrane Onque 


Cambridge, Mass., Harvard University Press, 1959, 
314 pp. 


This work represents a joint thesis by two 
medical students at Yale University. It is, 
as its title indicates, a set of abstracts of 
those published papers of studies which the 
authors considered longitudinal in method, 
were carried out on a group of children, and 
were concerned primarily with emotional 
and social behavior in infants and children. 


` The authors do not state the time span of 


the literature which they have attempted to 
abstract, but it appears to be roughly that 
published from 1924 to 1954. 

The abstracts are arranged in alphabeti- 
cal order according to author. Each con- 
tains the following headings: 


. Author, title and publication reference. 

2. Setting. In some instances this refers to a re- 
search or educational institution and some- 
times to a clinic setting or home. 

3. Subjects. This is a statement of the number of 
individuals studied. 

4. Time span of the experiment. 

5. Method of observation or testing. 

. Findings. These may be expressed in a sen- 

tence or in a page or more. 

7. Authors’ interpretations. 


m= 


2 
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This book is a tremendously useful list- 
ing and a brief description of most of the 
important longitudinal studies in the field 
of social and emotional behavior over a 
period of about 30 years. The authors are 
to be commended for the very excellent job 
they have done. It would be nice if the 
abstracts were indexed by subject matter, 
but since the total number of pages is not 
excessive and much of the material is pre- 
sented in outline form, this detail is not 
essential. It would be tremendously ad- 
vantageous to people in the behavioral field 
if this job, so nicely initiated by Doctors 
Stone and Onque, could be continued in 
the future as published abstracts of longi- 
tudinal studies at intervals of five or ten 
years. Such effort would be particularly 
appropriate in view of the great resurgence 
over the past five or six years of interest in 
the longitudinal method, not only in this 
country but all over the world.—Lesrer W. 
Sontac, M.D, Director, Fels Research Insti- 
tute, Yellow Springs, Ohio. 


PROJECTIVE PSYCHOLOGY: 
CLINICAL APPROACHES TO THE 
TOTAL PERSONALITY 

Edited by Lawrence E. Abt 

and Leopold Bellak 

New York, Grove Press, 1959, 485 pp. 


This book represents a restatement and con: 
tinuation of the 14 contributors’ work in the 
field. It is preceded by an introduction by 
a noted theorist, L. K. Frank. The first, 
theoretical part opens with Bellak’s analy: 
sis of the concept of projection. Realizing 
that all perception is selective and often 
distortive and that what is meaningfully 
perceived is a function both of the ex | 
stimulus and of the internal drives 2” 
anxieties of the perceiving individual, Bel- 


Jak surveys, in a brief and general manner, 
many psychological situations—taking dif- 
ferent tests, undergoing psychotherapy, be- 
ing hypnotized, artistically creative, psy- 
chotic, etc—pointing out that in each of 
them the shares of the objective stimulus 
and of the subjective personality state differ 
in what is being perceived in each situation. 
Abt follows with a theory that projective 
tests reveal only defense mechanisms against 
anxiety and that giving meaningful answers 
to these tests is possible only when it re- 
duces anxiety. (“As a consequence of the 
functioning of the projective mechanism 
under these conditions, the amount of anxi- 
ety being experienced by the individual 
tends to be lowered to the point at which 
the individual again feels comfortable and 
secure.” 
_ Thus, action tendencies which cause no 
anxiety and those which cause irreducible 
anxiety would not be disclosed by projec- 
tive tests. These implications are contrary 
to experience. Be that as it may, Abt’s ex- 
treme though novel theory can be subjected 
toa test, Incidentally, neither Abt nor Bel- 
lak mention or take a stand on the claim 
(implicitly stated in Proshansky’s chapter) 
that the reason for the projective tests, often 
cliciting many valid traits of great impor- 
tance for the understanding of the role a 
subject plays in interhuman relationships, 
is the fact that projective tests arouse much 
less anxiety than other examination pro- 
cedures; and that the chances for arousing 
anxiety during testing diminish as the 
ambiguity of the test stimulus increases. 
The second part comprises four-fifths of 
the book and consists of 10 chapters on the 
clinical application of eight projective tech- 
niques (three on the Rorschach). A brief 
introduction contains summaries of the 
chapters. The contributors to this part are 
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L. Bellak, S. K. Deri, M. R. Harrower, A. L. 
Kadis, S. Levy, M. Lindner, R. L. Munroe, 
J. M. Sacks, F. Wertham and A. G. Wolt- 
mann. All authors maintain the theoreti- 
cal and methodological viewpoints which 
they expressed in their earlier publications, 
Here and there one finds new empirical 
data, new experiments, minor changes and 
additions which help to better illustrate 
and support the author’s position. 

The third part deals with fields of appli- 
cation of the tests rather than with a pres- 
entation and discussion of the tests them- 
selves. D. Brower and A. Weider report on 
the application of the tests in business and 
industry. They describe some results ob- 
tained with the tests. More important are 
their comments on the use which should be 
made of the test findings. H. M. Proshan- 
sky indicates the advantages of projective 
personality tests in action research, ie., in 
the study of interrelations among hetero- 
geneous social groups. The author notes 
that these tests are helpful and valid be- 
cause they are disguised testing methods. 
They are effective where direct questioning 
fails. ; 

This is a book for specialists, in the sense 
that it is a discussion—in many places con- 
troversial—of certain special problems and 
is not an elementary textbook. It covers 
some problems very extensively but does not 
mention a great many points indispensable 
in the daily practice of the clinical psychol- 
ogist. It might prove useful as a reference 
for problems which must be faced and 
thoroughly thought through before we can 
hope to have a theory of projective person- 
ality tests of sufficient comprehensiveness 
and validity.—ZYGMUNT A. PIOTROWSKI, 
Ph.D., Clinical Professor of Psychology, Jet- 
ferson Medical College of Philadelphia, 


Philadelphia, Pa. 
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Notes and Comments 


STUDIES, SURVEYS, REPORTS 


Additional evidence has been announced to 
support a belief that the major symptoms of 
schizophrenia are brought on by the pres- 
ence of some substance in the patient’s 
blood which interferes with the body’s abil- 
ity to mobilize the necessary energy to deal 
with emotional emergencies, 

In a report to the annual meeting of the 
National Association for Mental Health, the 
association’s research director, Dr. William 
Malamud, reported these results from two 
different experiments supported by the Re- 

_ search Foundation of the NAMH and the 
‘Thirty-Third Degree Scottish Rite: 

1. Dr. Jacques S. Gottleib and Dr. Charles 
E. Frohman have found, in a research proj- 
ect being conducted at the Lafayette Clinic 
in Detroit, that when a schizophrenic pa- 
tient is confronted by a stressful situation, 
the body fails to speed up the process of con- 
verting food into energy to be used for 
emergency action. Instead, this process con- 
tinues on a business-as-usual basis, leaving 
the patient unprepared to deal with the sit- 
uation and throwing his mental and emo- 
tional processes into a helter-skelter of 
disorganization and disorientation charac- 
teristic of this disease. 

Further experimentation by these research 
scientists points to the presence of some 
specific substance in the blood of schizo- 
phrenic patients which is responsible for 
the interference with energy mobilization. 
So clear and recognizable is the action of 
this yet unidentified and unisolated sub- 
stance that through it, it has been possible 
for the researchers to pick out from among 
many unlabeled blood samples, those com- 
ing from schizophrenic patients. Doctors 
Gottlieb and Frohman are now working to 

isolate and identify this substance. 
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2. Dr. Hudson Hoagland offers other 
“evidence for a substance in human blood 
that may play a causal role in psychotic 
behavior.” He has been conducting re. 
search with rats at the Worcester Founda- 
tion for Experimental Biology. In a series 
of experiments Dr. Hoagland and two as 
sociates, Dr. John R. Bergen and Dr. R. B, 
Pennell, have found a substance in the 
human blood which, when injected into the 


blood of rats, measurably confuses a learned | 


behavior pattern—the act of climbing up a 
rope to obtain food. 

Extracts of blood from psychotic patients 
were twice as effective as that from normal 
people in bringing about this result. The 
same kind of effect was produced with blood 
extracts from three different types of psy- 
chotic patients—schizophrenic, manic de 
pressive and involutional. Also, the effect 
was about the same whether the blood came 
from patients newly admitted to the mental 
hospital or from those who had been there 
for years, 


* * * 


Federal funds totaling more than $250,000 
will support continuing studies of The Uni- 
versity of Michigan Institute for Social Re- 
search in the fields of juvenile delinquency, 
teaching innovations, creative thinking and 
mental health in industry. 


* * * 


A recent survey conducted by the Joint In- 
formation Service of the American Psychi- 
atric Association and the National Associa- 
tion for Mental Health indicates that a 
strong trend is developing for the treat- 
ment of mental patients along with other 
patients in community-based general hos- 
Pitals. 


GRANTS 

The Ford Foundation has made a grant of 
$18,000 to the National Association of So- 
cial Workers for a study project on how so- 
cial work practice can be applied to the 
control of social problems in neighbor- 
hoods, The project will be based on the 
premise that a number of important devel- 
opments in social work practice in recent 
years, when taken together and viewed in 
proper relationship, hold out a promising 
approach for more effective handling of so- 
cial problems in communities. 


The National Institute of Mental Health 
has granted the University of Denver $74,- 
664 for its School of Social Work. The 
grant will be used to maintain, for one fiscal 
year, an expanded program for the educa- 
tion of group and caseworkers to serve in 
Psychiatric agencies, organizations and in- 
stitutions. 

It will finance 18 traineeships for students 
and contribute toward faculty salaries, secre- 
tarial assistance, supplies and other expenses 
involved in this phase of the School of Social 
Work program. 


* * * 


‘The U. S. Public Health Service has 


awarded reasearch grants amounting to 
$42,000 to the Department of Biochemistry 
of Hillside Hospital, Glen Oaks, N. Y., to 
continue and intensify current studies into 
the chemical changes in the body that ac- 
Company mental disorders. 

Hillside biochemists for some years have 
been investigating the effect of new drugs 
on body metabolism. One such study has 
been devoted to tracing the changes which 
the so-called “mental drugs” undergo in the 

dy. For this study special techniques of 
analysis of drug derivatives had to be de- 
veloped. $ 
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The current USPHS grant will make 
possible a study to relate the kinds of de- 
rivatives and the rate of their production to 
their clinical effects on the patients. The 
Hillside researchers dispute the belief that 
mental patients may excrete urinary com- 
pounds not present in other persons. In- 
stead, they subscribe to the hypothesis of a 
subtle derangement in organic function, pos- 
sibly involving the metabolism or utiliza- 
tion of the “B” vitamins, as the basis for 
certain serious mental illnesses. 


TRAINING 


The University of Nebraska has announced 
its approval of a curriculum leading to a 
Master’s degree in psychiatric occupational 
therapy. This degree will be conferred by 
the Graduate College of the University, 
while the coursé work will be under the 
supervision of the Department of Neurol- 
ogy and Psychiatry of the University of 
Nebraska College of Medicine in Omaha. 

The course work will consist of 50 aca- 
demic quarter hours credit plus a thesis. All 
course work will be conducted at the Ne- 
braska Psychiatric Institute. As a prerequi- 
site for admission to the degree program for 
a Master's degree in psychiatric occupational 
therapy, the student must have been gradu- 
ated from an accredited school of occupa- 
tional therapy and hold a Bachelor's degree 
from a school or college of recognized stand- 
ing. For further information write: Mr. 
H. Dwyer Dundon, Assistant Professor, Di- 
rector of the Program in Psychiatric Oc- 
cupational Therapy, Nebraska Psychiatric 
Institute, 602 South 44th Avenue, Omaha 
5, Neb. 


The Western Mental Health Training and 
Research Council has announced two new 
proposed projects: a five-year project for 
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regional training and research centers in 
juvenile delinquency and a three-year re- 
gional staff development project for public 
mental hospitals and schools for the men- 
tally retarded. 

The Council also recommended that its 
Summer Work-Study Program for college 
students be expanded by adding institutions 
and hospitals in neighboring states to the 
field work programs of the two current 
courses (in Colorado and Washington) as 
well as by developing new programs at uni- 
versities in other states. The Council has 
also recommended. that an advanced Sum- 
mer Work-Study course in mental health 
research training for graduate students be 
developed. 

The Council has also voted to develop a 
committee for professional education in 
community mental health work. This com- 
mittee would sponsor training programs for 
community workers in the promotion of 
mental health and the handling of problems 
of human behavior and emotional disturb- 
ance in home, school and business environ- 
ments. 


* * * 


The Association of American Medical Col- 
leges has begun seeking applicants for an 
unusual foreign fellowship program which 
gives future American doctors an opportun- 
ity to study medicine in remote areas of the 
world. 

The program, begun last year as the 
Smith Kline & French Foreign Fellowships, 
enables selected medical students who have 
finished either their third or fourth year of 
training, to benefit from unusual clinical 
experiences and to practice preventive med- 
icine at outpost facilities in greatly differing 
societies and cultures. Fellowships are 
available to men and women who have 
completed their junior year of medical 
school; eligibility will continue through the 
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senior year. Those who have started in- 
ternships will not be eligible. It is expected 
that about 30 fellows will be named in 1961, 


APPOINTMENTS 


The Veterans Administration has an- 
nounced the appointment of Dr. Samuel C, 
Kaim as chief of psychiatric research. Dr. 
Kaim was formerly chief of inpatient psy- 
chiatry and neurology at the Coral Gables, 
Fla., VA Hospital. He was also clinical 
assistant professor of neurology at the Uni- 
versity of Miami. 

In his new post he will co-ordinate the 
VA’s large-scale co-operative research on 
newer drugs in the treatment of mental ill- 
ness, as well as many individual studies by 
VA personnel in the psychiatric field. 


* * * 


Dr. Howard Norvin Cooper has been ap- 
pointed deputy medical director of the 
New York City Community Mental Health 
Board. Dr. Cooper was chief of mental 
Health, Alameda County, Calif., from July, 
1959, until October, 1960, when he re- 
signed to accept the New York City post. 
From 1953 to 1959 he was in private prac- 
tice of psychiatry in New York City. 


* * * 


Dr. Karl Andermann, an Australian psy- 
chiatrist, and Dr. Ira Belmont, a New York 
psychologist, have been appointed research 
associates in the Department of Experi- 
mental Psychiatry at Hillside Hospital in 
Glen Oaks, N. Y. Most recently Dr. Ander- 
mann has been working in neurosurgery 
and electroshock therapy at the Mont Park 
(Victoria) Mental Hospital in Australia. 
Dr. Belmont, a professor of psychology 
at the New York Medical College, has been 
a consultant and research associate at the 
Metropolitan and Bird S. Coler Memorial 


Hospitals in New York City and-has re- 
cently completed significant studies of 
prain-damaged patients. At Hillside Hos- 
pital Dr. Andermann will conduct research 
in the field of neurophysiology, while Dr. 
Belmont will continue his studies in experi- 
mental psychology. 


CARE AND TREATMENT 


The Veterans Administration reports that 
giving aging residents of domiciles an of- 
ficial voice in management of the institu- 
tions is good both administratively and 
medically. Establishment of members’ con- 
gresses and councils at VA domiciliary 
homes has resulted in better communica- 
tion between the residents and the admin- 
istrators, therapeutic benefit for the resi- 
dents and the adoption of valuable sugges- 
tions, the VA reports. 


* * * 


More than a 100 per cent increase in the 
number of veterans with severe mental ill- 
hess recovering and leaving VA hospitals 
on trial visit in less than a 10-year period 
has been reported by the VA. 

The agency reports that the number of 
mental patients its hospitals have placed on 
trial visit to their home communities and 
to foster homes has increased steadily since 
1953, 

The average daily load of psychiatric 
patients in VA hospitals has ranged be- 
tween 56,000 and 57,000 since 1956, follow- 
ing an increase between 1953 and 1955. 
Currently, the figure is 56,607. 


* * * 


A “Patient Good Grooming Program” has 
been established in state and selected 
County mental hospitals in New Jersey. A 
$75,000 gift of cosmetics from the Pharma- 
ceutical Laboratories Division of Schief- 
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felin and Co., New York City, enabled the 
New Jersey Association for Mental Health 
to launch this new program. 

The idea for such an activity arose from 
a survey of unmet needs of New Jersey's 
mental patients. The cosmetics are being 
distributed free upon request to each hos- 
pital in the state and given upon a physi- 
cian’s direction to the female patients. 


REHABILITATION 


Philadelphia State Hospital has been desig- 
nated by the American Psychiatric Associa- 
tion as the National Training Center for 
Remotivation, an unusual group discussion 
technique which is aiding in the rehabilita- 
tion of mental patients. 

Dr. Robert S. Garber, chairman of the 
A.P.A.’s Committee on Remotivation, has 
stated that the technique is basically a 
group discussion program in which psychi- 
atric aides work with a small number of 
mental patients to help stimulate—through 
planned. conversation sessions—a desire to 
return to reality. Although not classed as 
therapy, the discussion technique has been 
credited as a significant factor in the re- 
moval of communication barriers which 
work against the curative efforts of psychi- 
atrists. 

The remotivation program, which is sup- 
ported by funds from the Smith Kline & 
French Foundation, has been introduced 
to some 600 nurses and aides in 35 hospitals 
by the Philadelphia training teams. These 
nurses and aides, in turn, have carried the 
program to approximately 2,200 other psy- 
chiatric personnel in about 100 additional 
hospitals. Also, regional training centers 
have been established at the Central State 
Hospital in Norman, Okla.; Western State 
Hospital in Staunton, Va.; and the Essex 
County Overbrook Hospital in Cedar 
Grove, N. J. 
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Dr, James W. Boudwin, consultant in psy- 
chiatry, Research Institute, Western State 
Hospital, Fort Steilacoom, Wash., reported 
on the development of a Tacoma ex-patient 
club at the last annual meeting of the 
North Pacific Society of Neurology and 
Psychiatry. 

‘Dr. Boudwin was responsible for the es- 
tablishment of this organization for former 
mental patients, It was organized in June, 
1958, and is sponsored by the Tacoma- 
Pierce County Association for Mental 
Health. Dr. Boudwin’s report indicates 
that the club has provided an effective 
“stepping stone to the resumption of nor- 
mal community life.” 
` The psychiatrist is club adviser and at- 
tends most of the regular meetings, but the 
ex-patients themselves run the organization 
and plan their own programs. Some of the 
meetings have developed into informal 
group therapy sessions. Other meetings 
include short tours to a museum, the public 
library or to city churches. The group has 
attended concerts, plays and public lectures. 
Members have participated freely in discus- 
sions with outside speakers who have talked 
to the club on such subjects as photography, 
the American Legion, travel and state vo- 
cational rehabilitation services. 

The club meets every other week at the 
local YWCA with occasional “extra” ses- 
sions for picnics or dances. 

Dr. Boudwin’s report emphasizes the 
value of these ex-patient organizations in 
encouraging former mental patients to 
make independent decisions, assume re- 
sponsibilities and become better integrated 
into the community. A newsletter entitled 
“Search” is available to persons interested 
in these organizations. Its address is Frank- 
lin Street Mr 98, Binghamton, N. Y. 

* * * 


The Veterans Administration has an- 
nounced that it is encouraging the estab- 
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lishment of halfway houses for recovering 
mental patients in communities where its 
hospitals are located. The number of the 
houses that will be set up will depend pri- 


` marily on the reception the idea receives 


from voluntary and civic groups in the local 
communities, for the program will require 
their co-operation to succeed, according to 
the VA. 

Dr. J. F. Casey, VA director of psychiatry 
and neurology, has cited the success of the 
two halfway houses for VA patients at 
Gulfport, Miss., of The Portals (a commu- 
nity-sponsored halfway house in Los Ange- 
les which has accepted VA patients) and 
similar establishments throughout the U. S., 
Great Britain and Europe. 

The Gulfport houses, begun by the staff 
of the VA hospital there in 1958, have de- 
veloped with the aid of outstanding co-op- 
eration from the people of that area and 
thus have been able to operate at reason- 
able cost to the veteran. ‘ 


MEETINGS, CONFERENCES, 
SYMPOSIA 


Mrs. A. Felix duPont, Jr., and Stuart E. 
Judd were re-elected president and board 
chairman, respectively, of the National As 
sociation for Mental Health at the associa- 
tion’s tenth annual meeting in Denver, No- 
vember 17 to 19. Other re-elected officers 
are Harvey J. Tompkins, M.D., first vice 
president; Judge David Brofman, second 
vice president, and Clarkson Hill and Ed- 
win R. Mohrmann, vice presidents of Re- 
gions one and two. Brandon Barringer 
was re-elected secretary; Ruth K. Sensbach, 
assistant secretary; Herbert J. Osborne, 
treasurer; James S. Adams, first vice chair- 
man, and Bernard G. Goldstein, second 
vice chairman, of the association's board 
of directors. 

New directors are Lawrence Blum, Ph.D., 
Milwaukee; Mrs. Donald C. Bromfield, Den- 


yer; Charles W. Duffy, Cleveland; Mrs. Wil- 
lam S. Hammersley, Wallingford; Conn.; 
Edward J. McClain, Beaver Falls, Pa.; 
W. P. McMullan, Jr., Jackson, Miss.; Ar- 
mold H. Maremont, Chicago; E. B. Mor- 
Tison, Ph.D., Sioux Falls, S. D.; Mrs. Ryan 
Pierson, Clovis, N. Mex.; David Skeer, 
Kansas City, Mo.; John M. Stahl, Los An- 
geles; and Mrs. J. Skelly Wright, New Or- 


ans. 

Vincent Askey, M.D., president of the 
American Medical Association, was princi- 
pal speaker at the NAMH annual banquet. 
Other main addresses were given by Doctors 
Francis J. Braceland, C. H. Hardin Branch, 
‘A. E. Bennett, William Malamud, John D. 
njamin, Eugene Roberts, George W. Jack- 
n, Eli A. Rubinstein, James B. Austin 
"and Robertson M. Fort and Charles W. V. 
Meares. 

"The four program sessions were devoted 
"to discussions of psychiatric services in gen- 
‘eral hospitals, research, information and 
Teferral services and mental health careers 
‘programs. 

* * * 


and alcoholism in society will include lec- 
‘tures by specialists drawn from the social 
lences, medicine and psychiatry, religion, 
lucation and public health. 

There will be workshops for physicians, 
Bas workers, psychologists, clergy, nurses, 
ducators, probation, parole and correc 


Petvisors in industry and community lead- 
ts. There will also be seminars for public 
: €alth personnel in the epidemiology of al- 
Coholism, tuberculosis and community men- 
T health services. Enrollment is limited 
to 300 students. 

"A prospectus describing the course and 


tional officers, personnel directors and su- 


Notes and Gomments 


giving information concerning admission 
and academic credit may be obtained from: 
Registrar, Yale Summer School of Alcohol 
Studies, 52 Hillhouse Avenue, Yale Station, 
New Haven, Conn. 


The White House Conference on Aging 
will be held January 9 to 12 in Washington, 
D. C., with some 3,000 delegates represent- 
ing 53 states and territories and about 300 
national voluntary organizations. The Con- 
ference will spell out virtually all the needs 
and problems of America's older citizens, 
especially in the fields of health, employ- 
ment, income, housing and free-time activi- 
ties. It will also recommend actions that 
should be taken to meet those needs by 
communities, states, the Federal Govern- 
ment, private organizations and older 
people themselves. 

Mounting public interest in the White 
House Conference and in the field of aging 
is reflected by the increased activity in the 
states and local communities during the 
past year. Hundreds of community forums 
on aging have been held in virtually all 
states. Hundreds of state, regional and 
local surveys have been made. In addition 
every state has now established a committee 
or commission on aging, and 20 of these 
are permanent bodies. r 

* * * 


A three-day symposium on “Control of the 
Mind” will be held January 28 to 30 at the 
University of California Medical Center 
in San Francisco. Presented by the Center 
and University Extension, through the fi- 
nancial assistance of the Schering Founda- 
tion, the program will feature a broad in- 
terdisciplinary approach. 

Composer Aaron Copland will discuss 
“Historical Perspectives of the Psychologi- 
cal Response to Music.” Arthur Koestler, 
author of Darkness at Noon, The Age of 
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Longing and Reflections on Hanging, will 
talk on “Totalitarianism Control of the 
Mind.” Harold D. Lasswell, author of 
Power and Personality and professor of law 
and political science at Yale University, 
will speak on “Communication and the 
Mind.” McGeorge Bundy, dean of the fa- 
culty of arts and sciences at Harvard Uni- 
versity, will discuss “Political Education 
and the mind.” 

Other speakers will include Hans J. 
Eysenck, professor of psychology at the 
University of London; Moses Finley, lec- 
turer in classics at the University of Cam- 
bridge; Clark Kerr, president of the Uni- 
versity of California; Jacques Maritain, 
professor of theology, emeritus, Princeton 
University; Donald O. Hebb, chairman of 
the Department of Psychology at McGill 
University; Holgar Hyden, professor, His- 
tology Department, faculty of medicine, 
University of Gothenburg, Sweden; Wilder 
G. Penfield, chairman of the Department 
of Neurology and Neurosurgery at McGill; 
Leo C. Rosten, author and special con- 
sultant to Look magazine; Sir Charles P. 
Snow, novelist and visiting professor of 
English at the University of California, and 
Glen Seaborg, chancellor of the University 
of California at Berkeley. 

Further information and applications for 
enrollment may be obtained from the De- 
partment of Continuing Education in Med- 
icine, University of California Medical 
Center, San Francisco 22, Calif. 


* * * 


Free personal guidance in mental hygiene 
is being featured in a series of three semi- 
nars conducted by the North Shore Hos- 
pital in Winnetka, Ill. The first session 
was held in October; the next two will be 
held the second Wednesdays in January and 
May at 8 P.M. at the Hospital. 

The Hospital is initiating these informal 
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seminars for the general public at popular 
request. The sessions are featuring talks 
by the nation’s leading authorities in child 
care, industrial psychology and psychiatry 
and family development. 

* * * 


A symposium on Alienation and the Search 
for Identity was held in November by the 
Association for the Advancement of Psy- 
choanalysis in commemoration of the sey- 
enty-fifth anniversary of the birth of Karen 
Horney. The two-day session was held at 
the Carnegie Endowment International 
Center in New York City. The topics un- 
der discussion ranged from problems in 
therapy to literary and artistic manifesta- 
tions of alienation and the search for 
identity. 

* * * 
A series of conferences on the improvement 
of nursing practice will be held this year 
under the sponsorship of the American 
Nurses’ Association. The conference will 
be held in New York City, February 14 to 
17; in Portland, Ore., February 28 to 
March 3; in Denver, March 5 to 8 and in 
St. Louis, March 15 to 18. 

The sessions will cover all areas of nurs- 
ing practice and will be geared to accom- 
modate 1,000 nurses—both members and 
nonmembers of ANA—in each city. 

Addresses and group discussions will 
focus on the improvement of nursing prac 
tice through the furtherance of patient-cen- 
tered care, increased recognition and ac 
ceptance of the profession’s responsibility 
to set standards for nursing practice and 
the sharing of ideas for use in local confer- 
ences and institutes. 

* * * 


The tenth anniversay convocation of the 
National Association for Retarded Chil- 

dren was held in October in Minneapolis. 
Speakers included Arthur S. Flemming, sec 


retary of Health, Education and Welfare 
and the Association’s president and execu- 
tive director, Dr. Elizabeth Boggs and Dr. 
Gunnar Dybwad. 


* * * 


January 1 is the dealine date for the sub- 
mission of papers for the Sixth Interna- 
tional Congress on Mental Health to be 
held at the Sorbonne in Paris, August 30 
to September 5, 1961. Papers should be 
addressed to the Secretariat of the Congress, 
ll Rue Tronchet, Paris 8, and should be 
accompanied by an abstract of not more 
than 200 words in one of the official lan- 
guages of the Congress (English, French or 
Spanish). If his paper is accepted the 
speaker will be notified of the length of 
time available and other conditions. 

The main themes of the Congress will be 
those of World Mental Health Year, 1960: 
the needs of children and youth; national 
surveys in the field of mental health and 
ill health; teaching of the principles of 
mental health; mental health and the soci- 
ological aspects of industrial changes; men- 
tal health and migrations; mental health 
and old age. 

There will be keynote addresses by dis- 
tinguished speakers on present day prob- 
lems; fields of activity and priorities for 
future work; general reports on the six 
Congress themes; addresses on the Congress 
themes and other topics; mental health 
films; visits to centers for treatment and 
aftercare and receptions and excursions for 
members of the Congress and those accom- 
Panying them. ‘The entire Congress is 
under the sponsorship of the World Federa- 
tion for Mental Health and will constitute 
the annual meeting of the WFMH. 


e 10th International Conference of 
ocial Work will be held in Rome, Italy, 
January 8-14, 


Notes and Comments 


PUBLICATIONS 


The New York City Community Mental 
Health Board has initiated a new series of 
publications, NYCCMH Reports, designed 
specifically as a medium for pertinent in- 
formation for all agencies and individuals 
engaged in planning and developing men- 
tal health services in New York City. The 
first of the series was released in late Oc- 
tober. Subsequent issues will be released 
intermittently as appropriate information 
becomes available. 

Certain issues will be devoted to sta- 
tistical data; others to budgetary and fiscal 
matters. Legislation will also be covered, 
and the findings of special studies will be 
reported. 


* * * 


The “Forum Recommendations of the 
Golden Anniversary White House Confer- 
ence on Children and Youth” have been 
published, and the publication may be ob- 
tained from the Superintendent of Docu- 
ments, U. S. Government Printing Office, 
Washington 25, D. C. Price is $.35 per 
copy. “Recommendations,” a composite 
report of forum findings, is presented ver- 
batim. While many recommendations 
bear on mental health, all are so overt as 
to warrant the attention of all interested in 
the field. The recommendations cover such 
areas as physical environment (urban, sub- 
urban and rural planning, housing, health 
and safety); social environment (social tech- 
nological change, community. organization 
and co-ordination, social institutions such 
as citizenship, the family, education, em- 
ployment, military service, leisure, mass 
media, welfare services, physical health and 
medical services, mental health, law and 
law enforcement); personnel; religion; val- 
ues and ideals; human rights; children and 
youth as individuals (the gifted, the slow 
learner, the school dropout, the delinquent, 


157 


the handicapped, in general, the emotion- 
ally handicapped, the dependent and neg- 
lected, adolescent unmarried parents and 
illegitimate children, the adopted, the mi- 
grant, the minority). 


PUBLIC INFORMATION 


The University of Michigan Broadcasting 


Service has initiated a series entitled “Hu- 
man Behavior—Social and Medical Re- 
search” which has been released nationally 
to about 50 stations by the National As- 
sociation of Educational Broadcasters. 

The 56-program series is being produced 
through a grant-in-aid from the NAEB and 
the National Educational Television and 
Radio Centers. One program included a 
panel of mental health researchers and 
clergymen who discussed how religion and 
science are joining hands to find answers 
to the question “How can we better under- 
stand man?” 3 

Another program in the new series con- 
cerned the use of “nerve gases” and other 
toxic drugs which could immobilize large 
city populations. Still another program 
concerned the relationship between nervous 
anxiety and high blood pressure. 


The Westinghouse Broadcasting Company 
‘has received an award from the National 
Association for Mental Health for “its de- 
voted service over the years to the cause of 
mental health.” The citation declares 
that “through their year-round coverage, 
the radio and television stations of the 
Westinghouse Broadcasting Company have 
made an invaluable contribution to public 
enlightenment and overall progress in the 
fight against mental illness,” 


MISCELLANEOUS 


New York State has been divided into 10 
mental health regions and an advisory com- 
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mittee on mental health established in each 
region. The establishment of the commit- 
tees, recommended by Governor Nelson 
Rockefeller in a special message to the state 
Legislature, will bring about a better inte- 
gration of mental health services of commu- 
nities and state institutions according to 
Dr. Paul H. Hoch, commissioner of mental 
hygiene. 


Each county in the state is assigned toa — 


mental health region, but membership on 
the advisory committees is limited to those 
counties in which community mental health 
boards have been established. The com- 
mittees will be composed of the chairmen 
and professional directors of services of com- 
munity mental health boards and the di- 
rectors of state institutions serving the 
same geographical areas. The committees 
will consider any matter relating to the 
mental health needs and services of the 
region the committee represents and make 
recommendations to the commissioner of 
mental hygiene, the directors of state insti- 
tutions and to community mental health 
boards located in or serving their areas. 


The National Council on the Aging, a non- 
profit national organization to serve the 
needs of older persons, , was formally 
launched January 1. The Council grows 
out of the National Committee on the Ag- 
ing which has been a standing committee 
of the National Social Welfare Assembly 
since 1950. 

The Committee, which will become the 
Council, has received two appropriations 
from the Ford Foundation—the first for 
$500,000 in 1956 and the second for $750, 
000 in 1959. 


The Moreno Institute, formerly at 101 Park 
Avenue, New York City, has announced 
that it has moved to new headquarters at 


936 W. 78th St. in New York. The Insti- 
tute is now conducting a series of psycho- 
‘drama sessions. Lecture demonstrations are 
held Friday evenings at the new head- 
quarters. On Saturday evenings there are 
matrimonial clinics for premarital and 
T marital partners. In these sessions marriage 
| problems are treated by psychodramatic 
methods. In addition, a greatly enlarged 
daily program of activities is being offered: 
apsychological clinic, group and individual 
consultations and treatment, psychodrama 
“and role playing, group psychotherapy and 
group dynamics, industrial training, family 
therapy and courses in psychodrama, group 
psychotherapy and sociometry. The Insti- 
tute also plans to establish its own reading 
toom and bookstore, 


CORRECTION 


The phrase “emotional lability” should be 
substituted for the incorrect phrase “emo- 
tional liability” in Florence Bush Preston’s 
article “Combined Individual, Joint and 
Group Therapy in the Treatment of Alco- 
holism” which appeared in the October, 
1960, issue of Mental Hygiene. The phrase 
appears twice in Mrs. Preston’s paper: on 
Page 524 and again on page 527. 


y 


ARTICLES SCHEDULED FOR 
UBLICATION IN COMING ISSUES 
OF MENTAL HYGIENE 


‘The Volunteer in Psychiatric Rehabilita- 
on” by Winfred Overholser. 
Hospital-Patient Relationships in Medi- 
u cme and Psychiatry” by Thomas S. Szasz. 
A Survey of Vocational Rehabilitation at 


Harvey E, Wolfe. 


€ Reintegration of the Chronic Schizo- 
_ Phrenic Patient Discharged to His Family 


» 


Longview State Hospital for 1959” by 
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and Community as Perceived by the Fam- 
ily” by Eva Deykin. 

“Mental Health and Occupation in the 
Rorschach Analysis of an Egyptologist”’ 
by Dell Lebo. 

“The Psychology of Democratic Freedom” 
by Joost A. M. Meerloo. 

“The Effects of an Activity Program on 
Chronic Psychotic Patients” by Margaret 
E. Hitt. 

“Personality Disorganization Camouflaged 
by Physical Handicap” by Lester A. Gelb. 

“The Telephone Interview: A Method for 
Conducting a Follow-up Study” by Cath- 
erine T. Bennett. 

“An Echo in Education” by Norma Parent. 

“On the Unity of Religion and Psychiatry” 
by Joseph H. Golner. 

“Pattern of Discharge and Readmission in 
Psychiatric Hospitals in Norway, 1926- 
1955” by Ornulv Ødegaard. 

“Permissiveness and Morality” by Jules 
Henry. 

“What Mental Health Associations Can Do 
for Families of the Mentally Ill” by 
Martha Edens, Bert Kruger Smith, M. L. 
Ramsey and C. C, Collins. i 

“The Personal Problems of College Stu- 
dents” by Ralph M. Rust and James S. 
Davie. 

“Situational Factors Contributing to Men- _ 
tal Illness in the United States: A Theo- 
retical Summary” by John Arsenian, 

“Children in Crisis” by Warren T. 
Vaughan, Jr. 


_ “Casework in Lower Class Districts” by | 


Berta Fantl. j) 
“Group Counseling with Expectant Moth- 
ers” by Nathan Hurvitz and Richard P. 

Berko. ihi 
“A Study of the Criteria for Admission to 
a Psychiatric Ward” by Thomas L. 
D’Zmura. 
“Psychiatric Case Finding in College by 
Nurse Interview” by Bryant M. Wedge. 
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“Attitudes Toward Mental Illness, Anomia, 
and Authoritarianism Among State Hos- 
pital Nursing Students and Attendants” 
by James H. Williams. 

“A Brief History of the Narcotics Control 
Controversy” by Jack Zusman. 

“Interpersonal Factors in Technical Assist- 
ance” by Sven Lundstedt. 

“A Motivation-Hygiene Concept of Mental 
Health” by Frederick Herzberg. 

“Recreation and Mental Health” by Wil- 
liam E. Morris. 

“A Healthy Group Life-Social Group 
Work’s Contribution to Mental Health” 
by Gisela Konopka. 

“The Secret of Medical Practice” by Leo 
H. Bartemeier. 

“The New Generation of Ex-Patients” by 
Gertrude L. Nilsson. 

“Escape from a Mental Hospital” by Robert 
Dewar. ; 

“An Exploratory Study of Culture Change 
and Mental Health Among Certain Fili- 
pino College Students” by Jerome G. 

- Manis. 

“An Investigation of Problem Areas Relat- 
ing to the Therapeutic Community Con- 

_ cept” by LaVerne F. Irvine. 

_ “Patterns of Membership in a Self-Help 
+ Organization in Mental Health” by 
$ a Henry Wechsler. 

_ “Some Considerations of Acting Out Be- 
havior in Nursing Situations” by Ruby 

Palmer. 

“The School Administrator’s 
Health” by Herbert A. Otto. 
“Some Reflections on Learning and Per- 
_ sonality” by Louise L. Tyler. 
“The Posthospital Psychological Function- 
* ing of Former Mental Hospital Patients” 
by Mark Lefton. 


Mental 
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“Social Problems of Mentally Retarded 
Children” by Mildred W. Barksdale. 

“Changes in Attitudes toward Mental Ill- 
ness” by John Altrocchi. 

“The Multilateral Mutual Causal Relation- 
ships between the Modes of Communica 
tion, Sociometric Pattern and the Intel- — 
lectual Orientation in the Danish Cul- 
ture” by Magoroh Maruyama. 

“Mental Health Programs in the Decade 
Ahead” by Mathew Ross. 

“The Effect of Family Moves on Children” 
by Robert E. Switzer. 

“A Layman Leads a Great Books Group in 
a Mental Hospital” by J. Martin Myers. 

“One Step at a Time” by a former mental 
patient. 

“Social Therapy Through Hospital Ward 
Discussions” by Lillian M. Snyder. | 

“How to Act toward Emotionally Disturbed 
Neighbors, Friends and Relatives” by 
Mathew Ross. 

“Open Ward Management of Disturbed 
Mental Patients of Both Sexes” by Magno 
J. Ortega. 

“Attitudes of Nursing Students toward Psy- 
chiatric Treatment and Hospitals” by 
Laura C. Toomey, Marvin Reznikoff, 
John Paul Brady and Dwight W. Schu- 
mann. 

“Fundamental Facts Relating to the Coun- 
seling and Higher Education of Epilep: 
tic Persons” by F. Leslie Kammerdienet, 
Jr. 


“The Role of Education in a Residential 


Treatment Center for Children” by Povl 
W. Roussieng. 

“Young Indians: Some Problems and Is 
sues of Mental Hygiene” by Elizabeth E. 
Hoyt. 
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GRACE J. WARFIELD Reviewed by Mildred Thomson 
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Reviewed by Mildred Thomson i 
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Reviewed by Elizabeth Force 

Symposium on preventive and social psychiatry, 
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Reviewed by Gerald Caplan 


z 


* 


April 15-17, 1957 


` Medieval and renaissance medicine BENJAMIN L. GORDON 
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Reviewed by Samuel J. Beck 
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Reviewed by William Malamud 
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WINFRED OVERHOLSER, M.D., Sc.D. 


One of the recent developments in the re- 
habilitation of the mentally ill has been the 
expanding use of volunteer workers. Start- 
ing with the Gray Ladies of the American 
Red Cross who served primarily in the 
] Veterans Hospitals, their use in public in- 
stitutions has grown to such an extent that 
hardly a well-organized mental hospital to- 
day is without a program of volunteer 
work, This fact is a reflection of several 
changed attitudes. 

tn the first place there has been a recog- 
nition by the administrators of hospitals 
that volunteers can play a very useful part 
în the rehabilitation of the patient. In 
a perhaps, this has been due to the fact 
a personnel shortages have caused a fur- 
a appraisement of the possibilities of 
a Bice But I think it goes much fur- 
i: TE that. While a marked change in 
a atmosphere of mental institu- 
i E nas been going on, there has at the 
E. ime developed a realization that they 
a n integral part of the community and 
io “4 is important that the community 
JA uld realize this fact. There is growing, 
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too, a widespread public recognition of the 
past failures of governmental authorities to 
give adequate support to the mental hospi- 
tals and a realization as well that these in- 
stitutions, far from being bedlams and 
places of despair, are facilities for the 
treatment of persons who are ill and who 
can be helped. The old attitudes of the 
public toward the mentally ill and toward 
the inmates of what were once called asy- , 
lums has changed markedly, thanks to the 
campaign of public education which has 
been carried on by the National Associa- 
tion for Mental Health and the local men- 
tal health societies. Progress certainly has 
been made in the line of public under- 
standing of the nature of mental illness, 
of its treatability and of the fact that the 


Dr. Overholser is Superintendent, Saint Elizabeths 
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many patients who leave the hospitals must 
be reassimilated as members of society. 
Thus we find greater readiness on the part 
of employers to use expatients and on the 
part of families and friends to accept them. 
We find a greater freedom within the hos- 
pital and a greater attitude of hope and 
encouragement. These have been stimu- 
lated, in part, by some of the recent forms 
of treatment, notably the concept of the 
hospital as a therapeutic community and 
the valuable aid given by the development 
of tranquilizing drugs. 

Let us speak first of the value of the 
volunteer to the hospital and to the pa- 
tient. All too often the patient in the men- 
tal hospital feels isolated, removed from 
the community, cut off from contacts with 
the outside world. He may realize that the 
doctors and the nurses are interested and 
are attempting to help him, but after all 
they are a part of the system and to him 
they must seem at least somewhat imper- 
sonal. Now comes the volunteer, a person 
from the outside world, not seeking glory or 
financial return. The volunteer brings to 
the patient an interest, an altruistic inter- 
est, a reassurance that persons not depend- 
ent for their livelihood upon the institu- 
tion are interested in him. The patient 
finds, too, that the volunteer is not afraid 
and that the community she represents is 
not afraid of the hospital and of him but 
rather that he, the patient, is still of inter- 
est to his former associates and to the 
world from which he came. This consti- 
tutes reassurance, a bolstering of his ego, 
a realization that he is not forgotten or 
isolated. This gift of unselfish interest 
from the outside world cannot be replaced; 
it is unique and extremely valuable to the 
patient. To the staff of the hospital the 
volunteer, by his presence, brings the 
knowledge that the public is interested in 
supporting the work of the hospital. 

I speak of these general aspects quite 
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aside from the specific services which the 
volunteer renders. These latter, however, 
are many. The volunteer brings to the pa: 
tient special skills and talents which might 
not otherwise be available, but her services 
should never become a substitute for the 
work of the regular staff of the hospital, | 
great as that temptation may be to the ad 
ministration of the hospital. She represents 
something added, the frosting on the cake, 
so to speak; and what is cake without frost- 
ing? The volunteer must, of course, work | 
closely with the staff and under their general 
supervision. She should understand what | 
the staff is trying to do, how they do it and 
the demands of hospital etiquette. The 
reverse is equally true: namely, that the? 
staff must understand the possible contri: 
butions of the volunteer service, appreciate 
them and be ready to cooperate. 

The variety of services which the volun: 
teer can render, either to individuals or to 
groups of patients, is almost infinite. One 
thinks of art classes, of dance and music 
therapy, of classes in typing and languages, 
history, current events, and cooking, lectures 
on special topics, the development of clubs 
such as those devoted to chess or to stampi 
and the operation of such service activities 
as beauty parlors and “apparel shops. 
One type of service our volunteers have 
developed at Saint Elizabeths Hospital has 
been that to the blind patients. The volun 
teers read to groups of blind patients, write 
letters for them and play “talking book" 
records for them, the titles being selected 
by the patients themselves. Again, in coni 
nection with the library services, books att 
distributed to the wards and book review 
are arranged or given by the volunteer: 
Some of these activities are primarily culi 
tural, but others, such as typing, may Hi 
distinctly utilitarian and prevocational. 
for groups, various activities in the rectey 
tional and athletic line, ball games, trips t 
the symphony concerts and other entertain 
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ments may be developed. Other valuable 
activities of volunteers include acting as 
‘receptionists or as aides in the hospital 
record room. Groups of volunteers, par- 
‘ticularly those from church organizations 
‘or other service organizations such as the 
© American Legion and the Kiwanis, may 
bring group entertainments or hold parties 
on the wards. All of these are valuable 
and they all mean much to the patients. 
These activities, too, promote the resocial- 
ination of the patient, our ultimate aim. 
Not only do they result in the maintenance 
of his interest in outside activities; they 
also give him what is even more valuable—a 
feeling of hope. 

The importance of these services is a 
qualitative one and can never fully be 
measured by figures as to the number of 
hours or the number of persons involved, 
significant as these well may be. In speak- 

ing of the values of a volunteer service to 
the hospital, two comments should be made 
in the nature of a caution. One is that 
any program of this sort must be desired 
Tather than merely tolerated by the ad- 
Ministration of the hospital. More and 
More administrators of hospitals are coming 
to realize the values which such a program 
can tender to the hospital and to the pa- 
tent. I am sure that in cases where some 
Teservations have been experienced at first, 
f those administrators, to quote Oliver Gold- 
mith, “who came to scoff remained to 
po The other caution which I would 
Utter has to do with the selection of volun- 
Kers. It is a fact that not every person 
S entirely suitable by temperament or 
r make-up to serve as a volunteer, and some- 
| times the motivation is not all that could 
(te desired. There are persons who are 
s a solution to their own problems 
T who have a morbid curiosity about what 
; a in the mental hospital. A certain 
ran $ of selection therefore is necessary, 
program of orientation to the nature 
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of mental illness, to the operation of the 
hospital and to the services which can be 
rendered. I have no doubt whatever from 
personal experience, from observation and 
others’ testimony of the great value a well- 
directed volunteer program can render to 
the personnel, but more particularly to the 
patient and to the institution as a com- 
munity organization. 

What does service in a hospital do for 
the volunteer? 

First of all she learns about mental illness 
and about the various forms of treatment, 
what goes on in the hospital and what the 
doctors and nurses do. She learns, too, 
that mental patients are not substantially 
different from the people she knows out- 
side, that they are not of a special order of 
creation but that they are human beings 
with their own problems who value, as do 
all of us, a friend who is a sympathetic 
listener. The volunteer learns much not 
only of the problems but of the courage 
of the patients and of the devotion of the 
doctors and the nurses to the welfare of 
those patients. She learns the need for 
poise and for good humor, the need for 
observing hospital etiquette and, above all, 
the need for discretion in discussing the 
affairs of others. She learns, as does the 
newly graduated doctor, the cardinal rule 
of not discussing patients, either with other 
patients or with her friends outside the 
hospital. She sees for herself that the hos- 
pital is a place not of despair, of clanking 
chains and of padded cells, but that it is a 
place where patients have a very consider- 
able amount of freedom, where the atmos- 
phere is one of friendliness and of hope and 
of an expectation that the patient will re- 
turn to his former activities. 

The volunteer is in an excellent position 
to develop in her friends and associates a 
sound attitude towards mental illness and 
to disabuse their minds of the many prev- 
alent misconceptions of mental illness and 
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of mental hospitals. She learns from her 
personal experience that many patients re- 
cover and return to their former occupa- 
tions and to their families. Indeed, she may 
learn to understand somewhat better than 
she did before the foibles and the crotchets 
of her friends, for after all, as William 
James pointed out long ago, there is no 
better place to learn about human nature 
than from the patients in the mental hos- 
pital, All this knowledge should be, and 
is, of value to the volunteer in making her 
a more useful member of the community 
and perhaps even bringing to her a some- 
what better appreciation of her own possi- 
bilities and her own personality make-up. 
I have spoken of the value of volunteer 
service to the hospital and the learning 
process of the volunteer. There is another 
value to which I may refer as the spiritual. 
It is one of the glories of our democratic 
society that throughout its history there 
have been many persons who were glad to 
be of service to the less fortunate. It is 
no accident, I think, that the earliest hos- 
pitals in this country, both general and 
mental, were organized and operated by 
philanthropic men and women in the com- 
munity, not by local or state governments. 
The earliest mental hospitals of the United 
States were, for example, The New York 
Hospital, The Pennsylvania Hospital, fol- 
lowed closely by The Massachusetts General 
Hospital, The Hartford Retreat, to name 
only a few. They represented the philan- 
thropy of their day, the generosity of per- 
sons who gave of their means to care for 
those who were not able to care for them- 
selves. One thinks, for example, of the 
magnificent and self-sacrificing contribu- 
tions of persons like Clara Barton, Dorothea 
Lynde Dix, Samuel Gridley Howe and 
Albert Schweitzer, the foundations estab- 
lished by such men as Andrew Carnegie, 
Ford and the Rockefellers. The whole 
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Community Chest movement is an exempli- 
fication of this readiness to help the less 
fortunate. 

It is characteristic of a democracy, par- 
ticularly of a prosperous one like ours, that 
in it private generosity thrives both in the | 
form of financial contributions and of sery- 
ice to others. This ideal of service to others | 
is similarly, although not exclusively, one 
of the Judeo-Christian virtues. There is 
such a thing as altruism. It is a source of 
lasting satisfaction to give of oneself and to 
realize that one’s efforts have been helpful 
to others. One of the great contributions 
of Sigmund Freud is his emphasis on the 
fact that it is only by giving love that one 
can experience it. This is one of the basic 
truths of mental health and of a true satis- 
faction in living. The idea of the dedicated 
volunteer is expressed in the words of 
Jesus and is the favorite Biblical verse of 
Dorothea Lynde Dix, the greatest champion 
of the mentally ill that this country has 
produced: 


“Inasmuch as ye have done it unto one 
of the least of these, My brethren, ye have 
done it unto Me.” 


I have spoken of the value of the volun- 
teer to the mental hospital and to its pa 
tients and of the value to the volunteer of 
her service to them, both intellectually, 
emotionally and spiritually. Perhaps what 
I have been trying to say on this latter 
score is well-summarized by James Russell 
Lowell in the closing lines of The Vision 
of Sir Launfal: 


“The Holy Supper is kept, indeed, 
In whatso we share with another’s 
Not what we give, but what we share, 
For the gift without the giver is bagi 
Who gives himself with his alms fee 
: three, 
Himself, his hungering neighbor, 
Me.” 


need; 
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A survey of vocational 


rehabilitation at Longview State 


With the advent of new drugs and conse- 
quent shorter treatment necessary to reduce 
emotional disability and its residuals, a com- 
prehensive vocational rehabilitation pro- 
Bram becomes increasingly important. 
Longview State Hospital has had fragmen- 
tary and sporadic VR programs since about 
1950. A VR department to provide com- 
Prehensive services was instituted by a di- 
ae of the superintendent in 1958; thus, 
59 represents the first calendar year of 
p oe By 1959 the VR department 
i a ee a counseling psychologist, a 
. abilitation counselor (acting as a work 

ae supervisor) and clerical help. 
a was felt that service by VR should 
a with patients as soon as they were 
a a. latrically ready for grounds privileges. 
TA “ time they are evaluated for possible 
tai, erapy assignments according to their 
ies, interests and needs. Goals sought 
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are the establishment of work-social skills, 
development of work tolerance, re-establish- 
ment of skills lost by disuse, or the develop- 
ment of basic vocational skills. Patients 
not motivated or not having adequate ini- 
tial work tolerance for this program can 
profit greatly from an occupational therapy- 
activity prescription, according to their 
individual needs. This should be designed 
to provide prevocational experience. Hope- 
fully, many patients can move up through 
the activity experience to a work therapy 
setting, and from here to outside employ- 
ment. 

The average state hospital has many re- 
sources for setting up a workable work 
therapy program (6). Table 1 shows the 


Sear eee Ee era TA TERADRT SO 
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TABLE 1 


Total work therapy assignments 
(For an average month in 1959) 


Barber Shops 2 
Beauty Parlor 17 
Bowling Alley 2 
Broom Shop .... 9 
Commissary .... 35 
Dietary 
Bakery fice iaoi hore a eccabes 1 
Butcher Shop ..\.cccreseseecssesereeces 3 
Hospital Kitchens and Dining Rooms.... 186 
Farm 
Greenhouse . 4 
Grounds .... 33 
General Clerical 10 
Housekeeping .. 180 
Laboratory 2 
Laundry 123 
Mattress Sop. i. ss ssn se. sles eneieeecccees 12 
Maintenance 
Electric Shop ... 1 
Machine Shop .. 6 
Masonry 9 
Truck Deliveries 17 
Stock Room .. 1 
Handyman . 10 
Print Shop . ta 3 5 
Post Office ...... Ser AG 
Power House 11 
SEWING ROON idi Sda «iy serch tae iE 1 
HOLE ROOM ch nis via wid y'e bn iaaa 10 
EA REPPEN » 696 


work therapy make-up by areas for an 
average month (May, 1959). 

Most state hospitals are understaffed to 
the point of having to rely, at least to some 
extent, on patient labor. This is not 
inconsistent with the development of a 
highly useful work therapy program. The 
patient’s needs can still come first, and 
through good inhospital education and 
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sound two-way communications a surpris- 
ing amount of staff interest can be gene- 
rated in making work therapy serve the 
patient as well as the hospital. 

Through the team operation of physician, 
VR specialist, work supervisor and other 
disciplines, work assignments can become 
a significant and highly useful part of the 
patient’s total treatment program. The pa- 
tient can be observed and assisted in mak- 
ing an adequate work adjustment. Clews 
gathered here can play an important part 
in determining his level of functioning with 
reference to the outside world. Table 2 
shows the work therapy assignments of pa- 
tients prior to placement in outside employ- 
ment in 1959. 


TABLE 2 


Work therapy assignments prior 
to job placements 


Beauty (Parlor |.) A AEE cel a esaenee 8 
Commissary 16 
Dietary 
Butcher Shop 2 
Hospital Kitchen and Dining Rooms.... 11 
Farm 
1 
aut 
Housekeeping ..........+.seeeeeee renee 2 
Laboratory itos SAE cd Gane lence seat ene 2 
Raundky » 21.5082), Me A ay 4 
Mattress Shop ......--..-seeseeceeeeeeet 2 
Maintenance 


Electric Shop 
Machine Shop 
Masonry ..------..+e+eeeee 


Handy Man ..........- 
Post Office .:.......- 
Sewing Room 
Store Room 


The patient population consisted, to a 
major degree, of people formerly doing 
unskilled labor and often lacking both the 
ability and interest for progression to a 
higher vocational level. In the present 
labor market these people often presented 
dificult placement problems. 

Verbal and written information is gath- 
ered on the patient in the work therapy 
area and this becomes the beginning of his 
cumulative record with the VR department. 
The information gleaned is shared with 
the physician and other disciplines, and 
when it is felt that the patient is ready, the 
physician signs a referral to VR for training 
or outside placement activities. Resources 
of outside agencies, such as sheltered work- 
shops, the Ohio Bureau of Vocational Re- 
habilitation, etc., are used where applicable. 
Effort is made to avoid duplication of serv- 
ices available elsewhere. The Ohio Bureau 
of Vocational Rehabilitation, e.g. will 
sponsor individual training programs, 
where they are needed, if the patient meets 
their criteria of eligibility. At Longview, 
the ‘Majority of patients requiring VR 
services need counseling, specialized place- 
Ment assistance and the opportunity to de- 
velop work tolerance. Training, in the 
sense of learning a new trade, has not been 
found profitable for many adult patients 
served by this hospital. The regaining of 
former skills and development of good work 
tolerance seem to be the major needs in this 
area, 

Considerable research is being done on 
employer attitudes toward hiring of ex- 


| Mental patients, and our findings (1, 7) agree 


with other reports (3) that the employer's 
€xpressed attitudes are not nearly so un- 
favorable as generally believed. We are 
Presently determining how well these ex- 
Pressed attitudes will correlate with actual 
Placement results. It is too early to make 

statements, although the correlation 
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so far seems high. Continuous programs 
for community information and education 
about mental illness are greatly needed. 
The VR department employs any special 
testing necessary for the efficient vocational 
evaluation of the patient and incorporates 
these results into the cumulative record. 
Results of outside job placement activity 
for 1959 are shown in Table 3. The VR 


TABLE 3 


A. Types of competitive 
job placements 


Industrial—Manufacturing ........++-++- 14 
Office—Stenographic—Clerical 7 
Retail Stores .......-+.++ 14 
Distributor—Jobber .. 1 
Hotels ii. te iII 2 
Institutions .... 10 
Nursing Homes . 18 
Children’s Home . 1 
Laborer ...cceeecesee ees see sees sere ceee 10 
Service Occupations—Restaurants ........ 2 
Domestic ......seecceerrettecen creer eens 16 
(Male 40—Female 55) Total. aeiee 95 
B. Sheltered placements 

Sheltered Workshops .....sssresssrereene 5 
Grand Total... 100 
Less Duplications .. 112 
Individual Patients Placed ...--++++++++ 89 


Ligeia a NOTE OL NES Sn ere nA 
1Some patients successfully placed had to return 
to the hospital but were well enough to place again 
during the same year. 


department played an evaluative, work 
therapy and supportive role in many more 
cases than those requiring substantial place- 
ment activity. 

When the patient is ready, his individual 
efforts (with counseling) toward finding em- 
ployment are encouraged. We do not feel 
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that the patient should be “led by the 
hand,” although support should be avail- 
able as required. Of the 89 individual 
placements made, 73 (82 per cent) are still 
successfully employed as of this writing. 
Sixteen (18 per cent) of the placements were 
unsuccessful. Based on information we 
were able to accumulate, seven of these were 
found psychiatrically unready; four lacked 
adequate motivation; and five were un- 
suitably placed. Patients are regularly fol- 
lowed up (within the limits of staff size) 
through convalescent status and discharge. 
The weekly pay range for the patients re- 
turned to competitive employment was 
from $40 to $100. 

Many patients with very poor prognoses 
passed through the VR program to success- 
ful competitive employment (55 were schizo- 
phrenics; 13 had character disorders; and 
21, other psychotic conditions). Although 
the expected tendency of easier re-employ- 
ment for the patient with short-term hos- 
pitalization holds true, considerable inroads 
were made with long-term patients. A 
patient with 25 years of continuous hos- 
Pitalization was returned to work in 1958. 
The distribution of the 89 individual job 
placements by length of hospitalization 
was: ‘less than 1 year, 26; 1 to 5 years, 32; 
5 to 10 years, 20; more than 10 years, 11. 

Patients who are employed may live in 
the hospital for a time if it is thought to 
be of psychiatric value. As yet, we have 
no formal night hospital. 

A Member-Employee Program, we recog- 
nize, could add much to the resources we 
are already using since its values are com- 
ing to be well-recognized (5). Approxi- 
mately 175 patients are remunerated for 
work in a range from $5 to $45 per month. 

If any comprehensive VR program is to 
succeed, it must involve a continuous, 
meaningful experience for the patient, hos- 
pital staff and the community. The active 
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co-operation and participation of all dis. 
ciplines is necessary for the rehabilitation 
of patients. Total rehabilitation includes 
psychiatric, social and vocational rehabili- 
tation, and these three phases operate inter- 
dependently (2). As Dr. Peter Peffer clearly 
put it: “All hospital employees participate | 
in the treatment of patients. This includes 
administrative, maintenance, custodial, hos- 
pital aides and other personnel as well as | 
the professional staff. All employees are 
potential therapists and may exert thera- 
peutic influence on patients through their 
relationships with them. .. . Rehabilitation | 
activities must be integrated with the over- 
all treatment program. All therapeutic ac- 
tivities are interdependent and part of a 
team effort” (4). 
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Hospital-patient relationships 


in medicine and psychiatry 


INTRODUCTION 


The relationship between physician and 
patient has been of interest to a variety of 
workers in medicine and the behavioral 
sciences. In recent decades, physicians, psy- 
chotherapists, psychologists, sociologists, so- 
cial workers and others have scrutinized this 
telationship and have contributed to an 
Understanding of it. Indeed, the doctor- 
Patient relationship probably has consti- 
tuted the most significant link among the 


activities of the diverse health-promoting 


agencies of our modern society (5, 20). 
The analogous relationship between hos- 


‘Pitals and patients, which I propose to de- 


s i s, . . 

ies and analyze in this essay, has received 

oy less attention. This study will 
€ limited to an examination of contempo- 


i i, American hospital-patient relation- 
ps More specifically, my purpose is to 


pty some aspects of mental hospital prac- 
lces by contrasting them with medical hos- 
Pital and prison practices. 


MODELS OF MEDICAL HOSPITALS 


Let us begin by listing the principal types 
of medical hospitals. Included in this cate- 
gory are general and special hospitals de- 
voted to caring for patients with medical, 
surgical, orthopedic, obstetrical, pediatric 
and other medical problems. These must 
be distinguished from psychiatric hospitals: 
that is, institutions designed to care for the 
needs of so-called mental patients. Medical 
hospitals may be divided into groups ac- 
cording to characteristic hospital-patient re- 
lationships. The following four groups can 
readily be distinguished: 1. Private hos- 
pital—paying patient; 2. Public hospital— 
charity patient; 3. Military hospital—serv- 


fli i aie eee 
Dr. Szasz is associated with the Department of Psy- 
chiatry, State University of New York Upstate Medi- 
cal Center, Syracuse, N. Y. 

1 Mental hospitalization practices in some other 
countries differ radically from our own. However, 
no attempt at a comparative study of this subject 
will be made here. 
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iceman-patient; 4. Prison hospital—pris- 
oner-patient. 

There are similarities as well as differ- 
ences among the four types of medical hos- 
pitals. Since the patients in all four groups 
are physically (bodily) ill, all of the hos- 
pitals belong to the superordinate class, 
usually called simply “hospital.” The dif- 
ferences among the hospitals are social. In 
other words, if a person is sick, the cri- 
terion which determines whether he belongs 
in one or another patient-group is social, 
not medical. Eligibility for patient status 
in private and public hospitals depends on 
the ability to pay. To be a patient in a 
military or prison hospital, on the other 
hand—assuming that one is sick—it is nec- 
essary to be a serviceman (or his dependent) 
or a prisoner. 

These four categories are offered as mod- 
els for organizing our ideas concerning cur- 
rently existing hospital practices. VA hos- 
pitals, or hospitals operated by companies 
for their employees, or by labor unions for 
their members, do not exactly fit into any 
of the four groups. They may exhibit 
characteristics of one or several of them. 

The patient’s freedom and self-determina- 
tion with respect to his health care—and 
specifically with respect to his movement 
into and out of the hospital—is greatest in 
the first group and decreases progressively 
toward the fourth group. Thus, gaining ad- 
mission to and leaving a hospital is largely 
in the hands of private patients of means. 


2 This description is valid only for servicemen of 
relatively low rank: say, enlisted men generally, as 
contrasted with officers. So-called VIPs (Very Im- 
portant Persons) often seek medical care in military 
hospitals. In their case the reverse kind of hospital- 
patient relationship prevails. That is to say, VIPs 
have more power over military hospitals (and their 
employees, including the physicians) than over 
private medical hospitals. Probably partly for this 
reason they often prefer military to private medical 
institutions. 
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It is much less in the hands of charity pa. 
tients; still less in the hands of military 
patients; 2 and, finally, prisoners have no 
direct control over their movement between 
prison and prison-hospital. Parallel with 
the decrease in the patient’s control over 
his movement into and out of the hospital, | 
there is a similar diminution of his power 
as opposed to the power of the hospital 
authorities. The private hospital-paying 
patient model approaches most closely a 
situation of equality or mutuality between 
the parties. According to this arrangement, 
hospital and patient enter into a com | 
tractual agreement; each consents to do cer- 
tain things, and to eschew others. Neither 
can be coerced, at least not easily, to act 
against his self-interests (as defined by each 
for himself). Thus, patients need to un- 
dergo only treatments they elect, and they | 
are free to leave the hospital whenever they 
choose. Moving from the first toward the 
fourth model we traverse a path charac- 
terized by progressive loss of the patient's 
power vis-a-vis the hospital authorities. The 
hospital thus acquires increasing control 
over (some aspects of) the patient's health 
care. This is one of the reasons why the 
traditional teaching hospital, if it was 4 
municipal “charity” hospital (which was 
usually the case), provided so false a model 
of patient-care for those physicians whose 
subsequent task was to care for middle and 
upper-class patients. The “slave-patient, 
whom the physician can control in the man 
ner of a “benevolent tyrant” and who does 
not “interefere” by asserting his own needs 
and ideas, often becomes the “ideal patient 
in the eyes of the medical student. He may 
remain this ideal to some physicians for 
the rest of their lives. 


THE MENTAL HOSPITAL 


Although the social structure of the mental 
hospital has been intensely studied in recent 


F 


years (1, 10), many problems concerning its 
precise human make-up, legal status and 
psycho-social function remain to be eluci- 
dated. Schwartz and Schwartz (9), com- 
menting on the various models applicable 
to the management of mental hospitals, 
noted: “Although the stated goals may be 


to treat patients and to help them to return 
to society, a mental institution usually has 
other goals such as protecting society against 
deviants, protecting patients against them- 
selves and each other and caring for certain 
persons unable to care for themselves,” (p. 
486). I have suggested elsewhere (15) that 
the primary purpose of commitment is so- 
cial restraint of the offending individual 
father than his “treatment” (in the usual 
sense of this word). 
The similarities between medical and 
mental hospitals are largely verbal or defi- 
nitional. In other words, in both instances 
we refer to buildings officially designated 
as “hospitals.” Both types of hospitals cater 
to persons called “patients,” and are staffed 
À by professional workers called “physicians,” 
| nurses,” etc. Both are devoted to the diag- 
i nosis and treatment of (so-called) “diseases.” 
Finally, both may be supported privately, 
publicly, or by a combination of private 
and public funds. In sum, the similarities 
between medical and mental hospitals are 
institutional rather than instrumental. This 
W consistent with the observations that the 
Similarities between medical (and surgical) 
ah and psychotherapy are also 
argely institutional (16). In this connec- 
Pion, it is significant that many general 
4 (medical) hospitals nowadays contain psy- 
f N units. In these instances, the simi- 
_-Wities between the two types of institutions 
T maximized. As a result, many persons 
end to lose sight of the crucial differences 
4 t remain between medical and mental 
ea practices (18, 19). 
Tivate as well as public mental hospitals 
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must be licensed by appropriate state 
boards. In this they do not, of course, 
differ from other hospitals or, for that 
matter, from restaurants, liquor shops, etc. 
The two differ in that each is licensed to | 
do very different things! For the sake of 
precision and concreteness, in what follows 
I shall consider the situation as it exists in 
New York State (11-13), since currently I 
am most familiar with it. Similar regula- 
tions govern psychiatric hospital operations 
in most of the United States (3, 4, 6, 7, 8). 
What, then, are medical and mental hos- 
pitals licensed to do? Medical hospitals are 
licensed to provide medical and surgical 
treatments and diagnostic procedures for 
patients. These must be carried out within 
the confines of the hospital and under the 
technical supervision of its professional 
staff. Thus, the hospital has obligations 
and responsibilities to three different 
groups: the patients, the hospital staff and 
the state (as representative of the interests 
of the general public). I should like to 
emphasize here a basic feature common to 
all medical hospitals: namely, that they 
are authorized to care for only those pa- 
tients who voluntarily consent to hospital- 
ization and treatment. The use of diag- 
nostic or treatment measures without the 
patient’s consent constitutes “assault and 
battery” and is a criminal offense. Only in 
serious emergencies, or if the patient is un- 
conscious or a minor, may hospitals and 
physicians deviate from this rule. In these 
circumstances, near-relatives assume the 
role and authority of granting or withhold- 
ing permission for medico-surgical proce- 
dures. There are a few exceptions to this 
rule, the involuntary restraint and treat- 
ment of patients with tuberculosis or lep- 
rosy being most typical. The subject of 
involuntary treatment as a public health 
measure raises many difficult ethical and 
legal questions which will not be examined 
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here. Although hedged in by some excep- 
tions, self-responsible, voluntary treatment 
is clearly the ideal goal toward which demo- 
cratic patterns of health-care strive. 
Thus, except for prison hospitals, medical 
hospitals are legally empowered to care 
only for voluntary patients. In sharp con- 
trast, mental hospitals of all types are li- 
censed, among other things, to hold and 
“treat”, patients against their will. Of 
course, this is hardly new information for 
psychiatrists or indeed for anyone ac- 
quainted with the subject. It is empha- 
sized simply to underscore what I consider 
to be one of the crucial differences between 
medical and mental hospitals and their re- 
lationships to their respective patients. Let 
us make explicit precisely what “hold” 
mental hospitals have over their patients. 


COMMITMENT AND VOLUNTARY 
ADMISSION 


Most states recognize two methods of enter- 
ing a mental hospital: commitment and 
voluntary admission. Commitment estab- 
lishes a relationship between hospital and 
patient unlike anything encountered among 
the existing four medical models of hos- 
pital-patient relationship. The committed 
mental patient’s relationship to the hospital 
must frankly be recognized as much more 
similar to the relationship of prisoner to 
prison authorities than to anything in the 
medical scheme of things. (Whether this 
is “good” or “bad” is another matter which 
will not be considered here. To deal with 
this problem, however, it is necessary first 
to agree on the goals of psychiatric treat- 
ment, both generally and for any particular 
patient.) 

So-called voluntary admission is a rela- 
tively recent development in the history of 
mental hospital management and has not 
received the attention which it deserves. 
Its use is steadily increasing, for it is ad- 
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examination of the precise nature of what 
actually is meant by “voluntary admission” 
to a mental hospital will, however, reveal 
once more the significant differences be- 
tween it and a regular medical hospital 


admission. 
Guttmacher and Weihofen are repre- 
| 


vanced as alleged proof of the similarities 
between medical and mental diseases. An 


sentative of those who advocate voluntary 


admission laws. They wrote: 


“Whereas commitment connotes a legal 
command by which a person is placed | 
in an institution, voluntary admission 
signalizes recognition of the new concep- 
tion of ‘insanity’ as a form of illness call- 
ing for medical care. Such a conception 
was, of course, impossible so long as com- 
mitment was resorted to only as a means 
of confining the dangerous insane. But 
after the view became accepted, legally as 
well as medically, that commitment might 
be proper, not only where it was neces: 
sary for the safety of the public or of 
the patient, but also where it might be 
conducive to his restoration of health, it 
was inevitable that we should come to 
regard mental illness as not essentially 
different from physical illness, and to 
believe that a person able to realize that 
he is mentally ill should be able to ob- 
tain hospital treatment as easily and as 
informally as he can for physical illness 
(4, pp. 305-6). 

The logic of this argument is astonishing, 
for what is being asserted is that by treat 
ing A and B similarly, we shall uncover and 
establish certain similarities between A and 
B (in addition, that is, to having treated 
them alike). To put it differently, whether 
so-called mental disease is similar to physt 
cal disease, and if so, in precisely what wayi 
would seem to me to be a task for empirical 
research and epistemological analysis. But 
instead of undertaking either of these tasks, 
the authors (and many others) advocate 
social action as a means for establishing €M- 
pirical facts and logical constructs (18, 19). 


D a a a 


Inaddition to this peculiar—and, it seems 
to me, completely false—reasoning, Gutt- 
macher and Weihofen advocated certain 
measures which Wertham considered typi- 
‘cal of the operations of (what he called) the 
“psychoauthoritarian” psychiatrist (21). Spe- 
* cifically, after considering voluntary admis- 

‘sion laws, Guttmacher and Weihofen pro- 

ceeded to “welsh,” as it were, on the con- 

tract between mental hospital and patient. 

Having argued that mental hospitalization 

should be as similar as possible to medical 
_hospitalization—since, in their words, 
“mental illness [is] not essentially different 
“from physical illness,” (4, p. 306)—they 
turned around and argued against the men- 
tal patient’s freedom to leave the hospital 
at will. Their position is widely shared by 
psychiatrists and once more may be consid- 
ered representative of forensic psychiatric 
opinion generally (2, 6). 


“With regard to provisions for release,” 
wrote Guttmacher and Weihofen, “two 
opposing considerations must be weighed. 
On the one hand, complete freedom to 
leave the hospital at any time will almost 
certainly lead a number of patients to 
leave a few days after being admitted, for 
restlessness and dissatisfaction with the 
Testraints of hospitalization are common 
and natural especially during the first 
period of adjustment. This makes the 
admission a complete waste of time and 
Money. On the other hand, refusal to 
telease a voluntary patient on demand 
Would not only be difficult to justify 
legally but would be highly undesirable 
because resort to voluntary admission will 
| be discouraged unless it is made quite 

clear that a patient may change his mind 
and leave. Most voluntary admission 

Statutes meet the problem by providing 
that a voluntary patient shall be released 
thin a specified number of days after 

€ gives written notice of his desire to 
leave unless, in the meanwhile, the hos- 
bital authorities start proceedings to have 

is status changed to that of involuntary 
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patient. It has been held that detention 
for a reasonable number of days after 
written demand for release is proper, al- 
though a refusal to release without legal 
proceedings being taken is illegal and 
may be ground for claiming damages for 
false imprisonment. 

New York has added another sanction 
to prevent premature demands for release 
by requiring an applicant for admission 
to sign an agreement that he will not give 
notice for at least 60 days. If a patient 
nevertheless demands release before that 
time, it seems dubious whether this pro- 
vision would justify holding him, al- 
though it presumably would at least in 
theory subject him to liability for dam- 
ages for breach of contract. The written 
agreement, however, no doubt has moral 
if not legal effect in postponing demands 
for release,” (italics added; 4, p. 307). 


What Guttmacher and Weihofen and 
others subscribing to such procedures adyo- 
cate amounts to nothing less, in my opinion, 
than luring the patient into the hospital 
with false promises. If voluntary hospital- 
ization were really voluntary, the mental 
patient would be free to enter and leave the 
mental hospital in the same manner as he 
enters and leaves a medical hospital. But 
this is not the case. Voluntary admission is 
rather like voluntary commitment. Or, to 
put it another way, the voluntary mental 
patient’s role is a cross between the roles of 
prisoner and medical patient; such a patient 
is half-committed and hence a prisoner and 
half-free and hence a regular patient. 

The relationship between mental hos- 
pitals and mental patients may be further 
clarified by focusing on some of the privi- 
leges which public mental hospitals (i.e. 
state hospitals) and so-called hospitals for 
the criminally insane (or insane criminals) 
have vis-à-vis their inmates (11, 12). It is 
well-known that committed patients—and 
to lesser extent, even voluntarily admitted 
patients—lose some of their (civil) liberties 
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upon entering a public mental hospital (14). 
Another significant difference between med- 
ical and mental hospitals lies in the physi- 
cian-patient ratios of the two types of 
institutions. The physician-patient ratio 
is relatively high in medical facilities; in 
psychiatric facilities it is often exceedingly 
low. For instance, a mere handful of doc- 
tors, perhaps less than a half-dozen, might 
constitute the medical staff of a state hos- 
pital caring for thousands of patients. On 
the basis of such facts it might be better 
argued that these hospitals are only nomi- 
nally medical institutions, rather than that 
they are (or ought to be) like other medical 
institutions, characterized by high physi- 
cian-patient ratios (6, 22). 


Hospitals for the Criminally Insane 


Hospitals for the criminally insane con- 
stitute a type of psychiatric facility the 
medical characteristics of which, instru- 
mentally defined, are practically nil. They, 
too, have an infinitesimally small physi- 
cian-patient ratio. But even if this ratio 
were raised (and whether this would do 
much “good” is again another question), 
the fact would remain that such so-called 
hospitals are merely thinly disguised pris- 
ons. Indeed, these “hospitals,” commonly 
called “maximum security institutions,” are 
much more strictly guarded and restricted 
than most prisons. Finally, in the state of 
New York, “hospitals” for the criminally 
insane are under the legal jurisdiction of 
the Department of Corrections. They thus 
differ from state hospitals, which are under 
the jurisdiction of the Department of Men- 
tal Hygiene. 

The following is the legal definition of 
the functions of the two “hospitals” for 
the criminally insane in New York State: 
The Dannemora State Hospital is “for 
male convicts declared mentally ill while 
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serving a sentence for a felony, or certified 
mentally ill defectives serving a sentence 
for a misdemeanor or other offenses,”.(18, 
p- 104). The Matteawan State Hospital is 
“for the mentally ill committed by order of 
courts of criminal jurisdiction and for male 
persons convicted of petty crimes or mis- 
demeanors—not felons—or female persons 
from any correctional institution becoming 
mentally ill while undergoing sentences; 
also patients in other state hospitals who 
were previously convicted or confined in 
Matteawan State Hospital and still exhibit 
criminal tendencies or who are adjudged 
‘dangerously insane,’” (13, p. 105). Ac’ 
cordingly, it would seem more accurate to 
call these institutions “prison hospitals’ 
rather than “state hospitals.” This infer- 
ence is further supported by the laws per- 
taining to them. For example, it is stated: 


“The commissioner of correction shall 


make bylaws and rules and regulations _ 


for the government of the hospital and 
the management of its affairs. . . . The 
commissioner of correction shall, when- 
ever there is a vacancy, appoint a su- 
perintendent for the Dannemora State 
Hospital, who shall be in the competitive 
class of the civil service and be a well 
educated physician and a graduate of an 
incorporated medical college of at ree 
five years’ actual experience in a hospita’ 
for the care and treatment of the insane 
(italics added; 11, p. 151). : 


Similar regulations apply to the Mattea- 
wan State Hospital (11, pp. 157-158). 

I submit, therefore, that these two hos- 
pitals for the criminally insane (and others 
similarly regulated) are, in fact, parts of the 
state’s prison system. They are special pn 
sons, prisons for the “criminally insane, 
if one wishes to so designate their inmates, 
but they are prisons, in every sense of that 


word. It would seem salutary for the 


psychiatric and medical profession, as well 


ji 


as for the general public, to frankly recog- 
nize this fact. 


THE MENTAL HOSPITAL SUPERIN- 
TENDENT VERSUS THE PATIENT 

The history of mental hospital psychiatry, 
especially in the United States, is littered 
with the carcasses of legal battles between 
patients and hospital superintendents. This 
type of litigation, having the form “John 
Doe (patient) v. John Smith (superintend- 
ent)” is instituted whenever a committed 
mental patient seeks release against the 
wishes of the hospital authorities. The pa- 
tient’s only recourse in this situation is to 
bring suit against the superintendent, re- 


` questing that due cause be shown to justify 


his detention. We shall not be concerned 
here with how these suits are adjudicated 
legally, nor with the psychiatric reasonings 
usually advanced to justify holding the pa- 
tient in the hospital against his will. These 
and other aspects of this typical medico- 
legal dilemma will be examined in detail 
elsewhere (17). For our present purposes it 
will suffice to concentrate on the social and 
legal aspects of this phenomenon and to 
Taise some questions. 
i The problem which we must elucidate 
is simply this: John Doe (mental patient) 
wishes to be released from the hospital; 
John Smith (the superintendent of the hos- 
pital) does not wish to let him go. The 
following questions must be asked and 
answered: Why does the patient wish to 
leave? Why does the superintendent not 
permit him to leave? Who is in control of 
the patient's movements and freedom in 
this situation? If the patient is actually 
being deprived of a measure of self-control, 
how is he to gain the self-control necessary 
for socialized living? 

This dilemma—and the actual forms of 
the lawsuit—make one thing inescapably 
clear: namely, that patient and hospital 
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(represented by the superintendent) are 
now squarely in opposition to one another. 
In such a case, the psychiatrist can no 
longer be said to be a representative of the 
patient. The two are not on the “same 
side” or on the “same team.” On the con- 
trary, they are adversaries! Yet, the fact 
that involuntarily hospitalized mental pa- 
tients may sue their physicians but cannot 
fire them shows how little the adversary 
character of this relationship is officially 
recognized (14). Irrespective of what the 
patient might wish or do, so long as he 
remains in the (state) hospital, the hospital- 
physicians remain his “personal doctors.” 
This is almost as though the plaintiff to a 
suit was forced to rely on the defend- 
ant’s attorney for the prosecution of his 
claim! My point is that the patient versus 
psychiatrist lawsuit gives judicial embodi- 
ment to the basic thesis of this essay: 
namely, the documentation of the signifi- 
cant differences between the relationships 
of medical and mental patients to their 
respective hospitals. Mental hospital pa- 
tients (especially those in state hospitals) 
could thus be said to be captive patients * 


Wuhan OON EN Dee D EEEE EA 
3 It would be tempting to draw an analogy between 
the mislabeling of hospitals on the one hand and 
the mislabeling of foods or drugs on the other. A 
parallel might also be drawn between the misla- 
beling of hospitals and the chicanery connected 
with the television quiz shows that have recently 
been investigated. I shall resist this temptation 
and shall do no more than call the interested read- 
er’s attention to these analogies. 


4 Presumably there is no need to belabor the well- 
known historical fact that mental hospitals used to 
be prisons. Because of numerous semantic, and a 
few social, changes in mental hospital practices dur- 
ing recent decades, many contemporary psychiatrists 
apparently have convinced themselves—as well as 
their audiences—that the prisoner status of mental 
patients is entirely a thing of the past (6). The pur- 
pose of this essay was, in part, to demonstrate the 
similarities between the roles of mental hospital 
patient and prisoner that still remain. 
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—on the analogy of captive audiences—to 
a degree unimaginable (in a democracy) 
in medical practice. 


SUMMARY AND CONCLUSIONS 


The purpose of this essay was to clarify 
the precise nature of the relationship be- 
tween mental hospitals and patients and 
to compare and contrast it with the rela- 
tionship between medical hospitals and 
patients. 

Four types of medical hospitals, offered 
as general models, were described. These 
are: the private, the public, the military 
and the prison hospital. The differences 
among these are economic, social and 
legal rather than medical. The hospital- 
patient relationship is the most equalitarian 
in the first type of institution and becomes 
progressively more oppressive for the pa- 
tient as he moves toward the fourth type. 

The similarities and differences between 
medical and mental hospitals were briefly 
reviewed. The most significant difference 
between the two is that mental hospitals 
are empowered by law to hold and “treat” 
patients against their will whereas medical 
hospitals are empowered to care only for 
voluntary patients. Large public mental 
hospitals are especially unlike medical in- 
stitutions in many other characteristics as 
well (e.g., very low physician-patient ratios, 
widespread violation of the confidentiality 
of the patient’s communications, etc.) 
Lastly, certain so-called mental hospitals— 
that is, those for the criminally insane— 
were shown to be integral parts of the state’s 
prison (correctional) system. 

The mental patient's lawsuit against the 
hospital superintendent was examined for 
the light it throws on the antagonistic rather 
than the co-operative relationship which 
often exists between these two parties. 
There is no parallel to this anomaly either 
in medicine or law. In the former, the 
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patient has no need to sue his physician 
merely to escape from his control. When 
he does sue him, the physician is, ipso facto, 
no longer the patient’s “personal doctor.” 
In jurisprudence, the litigants are defined 
as adversaries. It would be considered 
absurd if a plaintiff were to rely on the de- 
fendant’s attorney for the prosecution of 
his claim. Yet precisely this absurdity is 
often forced on the involuntarily hospital- 
ized mental patient. 

In view of these considerations, reap- 
praisal of the medical and psychiatric as- 
pects of these institutions seems to be in 
order. The claim that mental institutions 
are like medical hospitals must be rejected. 
The advisability of the continued opera- 
tion of these institutions along medical or 
quasi-medical lines should be subjected to 
serious re-examination. Perhaps they may 
be better operated along explicitly socio- 
psychological lines—for example, by psy- 
chologists, sociologists, social workers, etc. 
Finally, the legal status of mental patients 
must be clarified and more explicitly 
defined. 
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DELL LEBO, Pu.D. 


Mental health and occupation 


in the Rorschach analysis 


Much of the behavior and many of the 
activities of man enable him to seek status 
and a good self-concept. Even one’s work 
frequently fulfills needs of which one is 
unaware. A good illustration of the close 
relation between personality and career 
was obtained recently when, in private 
practice, the writer psychologically ex- 
amined a male college graduate for an 
insurance firm. The subject's behavior 
during testing and his many Rorschach 
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of an Egyptologist 


responses clearly revealed the close connec- 
tion between his former employment, status 
seeking, self-concept and emotional. ad- 
justment. This young man had decided 
to abandon his profession to enjoy the 
financial benefits of our expanding economy 
as an insurance salesman. 

His intelligence was superior to that of 
98 per cent of the general population. In 
addition, he thought creatively, saw origi- 
nal aspects of commonplace situations and 
dealt effectively with abstract concepts. His 
motivation to succeed in his new job was 
strong enough that he could enjoy some of 
the deference he willingly accorded to those 
of higher status who, in his eyes, received 
greater monetary rewards than those to 
which he had been accustomed. 

Indeed, his interest in people revolved 
around status and position, not in the give 
and take of emotional interaction with 
them. Because of his feelings of inferiority 
he was extremely sensitive, seeing threat 
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and rejection where none actually existed. 
He felt that people were inclined to reject 
him. 

He used two principal methods to over- 
come his anticipated rejection by others: 
(a) by assuming readily and willingly a 
subservience to those regarded as superior 
to him—those higher in the power hier- 
archy—so that they would like him (in- 
deed, his employer was much impressed 
with this chap, possibly, in part, for that 
reason); (b) by rejecting figuratively, but 
immediately, those he considered “beneath 
him.” Because of his inner depreciation 
of his own worth, he sought to enhance his 
self-esteem by despising mankind in gen- 
eral. As a result of such emotional diffi- 
culties, he preferred to keep people at a 
distance, to deal with them but without 
personal involvement, to manipulate rather 
than to understand them. 

Signs of such rejection and simultaneous 
assertion of superiority were apparent in 
an elaborate facade of actions during the 
Psychodiagnostic session—his nonchalance 
(as evidence by slouching in the chair until 
a knee rested on the edge of the desk), 
staring the examiner in the eye and, best 
of all, an elaborate ritual of knuckle crack- 
ing which involved clasping his hands and 
extending his arms full length and turning 
his palms outward. This last action was 
interpreted symbolically as keeping the ex- 
aminer at a distance, if not as pushing him 
away. On the other side of this facade was 
à complaisance bordering on the obsequi- 
ous. As the examination proceeded the 
false front broke and he began to chain 
smoke cigarettes and to swallow repeatedly 
and noisily. Such actions suggested a need 
to find, in familiar activity, relief from 
threat and a dry mouth, such as that pro- 
duced by tension. His approach to the 
Rorschach plates altered too. What had 
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been original responses became bizarre free 
associations. 

Such indications suggested that under 
real or imagined pressure from the environ- 
ment his already weakened ego would col- 
lapse and he would flee into fantasy or into 
serious regression, 

His training and his profession? Egyp- 
tology, a science concerned with the re- 
mains of a past human life. He had worked 
as the curator of a small museum before 
considering insurance selling. While his 
past professional training and experience 
seemed ideal for his personality make-up, 
selling insurance would probably prove too 
threatening to him, involving, as it often 
does, sales made on the basis of close in- 
terpersonal relations, a dominant yet 
friendly approach, and considerable com- 
petition. 

Such threats might well increase the un- 
stable aspects of his character and make 
his mental health so poor as to drive him 
into neurosis or psychosis, according to his 
protocols. In view of these findings it was 
recommended that he not continue his 
training in the insurance program. 


TEN ATTRIBUTES OF MENTAL HEALTH 


Being easily disturbed by threatening cir- 
cumstances is one of the signs of poor 
mental health. A mentally healthy person 
is able to 

1. Face and overcome obstacles without 
being permanently upset. Aspects of life 
occasionally threaten many of us. We can 
hardly avoid serious mistakes, failure, un- 
anticipated expenses and change. All may 
cause a momentary discouragement, height- 
ening of tension or even a depressive reac- 
tion, But the effect is not lasting. The 
person with good mental health is resilient. 
He is soon working realistically to over- 
come environmental frustration or setback. 
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Another sign of poor mental health in 
the chap desiring financial success ‘in in- 
surance was a conflict between his desires 
and his capabilities. A mentally healthy 
person is able to 

2. Match desires with reality and not 
allow wishes for the unobtainable to dis- 
rupt his present performance. He does not 
devote himself to complaining about the 
inevitable, blaming fate, cursing enemies 
or wishing things were different. Motiva- 
tion, like wishes, is not enough. No matter 
how much one may want to succeed, unless 
he has the qualifications, failure and 
chronic disappointment are likely in the 
pursuit of unrealistic goals. 
| The former Egyptologist’s belittling re- 
gard of most people is also a sign of a 
poorly adjusted personality. A mentally 
healthy person is 

8. Congenial. While he is aware of the 
faults some others may have, he views 
people generally as amiable and helpful. 
He enjoys associating and working with 
his fellow humans and can sympathize with 
their distresses and enjoy their successes. 
One of the best signs of good mental health 
is being welcomed into the company of 
others, ; 

The Rorschach test had revealed that the 
Tespondent was too much concerned with 
status and position. In fact, such concern 
may have led him into the relatively little 
known and uncrowded field of Egyptology 
where competition presumably would be 
less than that expected in the insurance 
business. In his present concern for some 
of the tangible symbols of success, the 
young man had stifled thoughts about his 
debt to society. 

The mentally healthy person 

4. Recognizes a debt to society. He real- 
izes that he has social as well as personal 
obligations. Just as the rules of society (law 
and custom) offer protection for the indi- 
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vidual, so too do they extract conformance 
from the individual. A mentally healthy 
person does not constantly rebel against 
such payment. He also believes that the 
world is progressing, that it is now a better 
place than it was previously. There is an- 
other obligation here. He recognizes that 
he too must in some way help make the 
world a better place than it was when he 
entered it. Realistically he recognizes that 
his contributions may never be grand or 
become known. But the knowing of them 
within himself is sufficient. Deeds in dis- 
charge of the debt to society help promote 
mental health. 

The sudden abandonment of a career— 
which is quite compatible with an indi- 
vidual’s personality—for another and in- 
compatible career is a form of inconsistent 
behavior. Inconsistency, in any one of a 
number of forms, is usually a sign of poor 
mental health. The mentally healthy per- 
son is 

5. Reliable in his behavior and in his 
emotional state. He is consistent and so 
can be counted upon by others because his 
present actions are governed by reason in- 
stead of impulse, whim or emotion. This 
statement is not meant to imply that the 
mentally healthy person is unemotional. 
Indeed not. He does express his emotions. 
He laughs or cries as the situation demands. 
But his emotions are responsive to the 
situation and not to inner needs. 

Although he is consistent, the mentally 
healthy person is not rigid. Instead he 
may be called 

6. Adaptable. He realizes that when 4 
disturbing situation cannot be changed, he 
himself can change. Such changes take 
place constantly in adjusting to the de- 
mands of military living, graduate study 
and the corporate structure. With few eX 
ceptions, anyone who cannot be changed, 
no matter what the circumstances demand, 
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Rorschach analysis of an Egyptologist 


is poorly adjusted. Frequently, however, it 
_ jg easier to change the situation. 

Good mental health does not imply in- 
stant obedience or servile compliance. It 
implies a willingness to examine the pos- 
sibilities of change in oneself. 

The fact that the young man tested was 
able to look upon the world in unique 
ways, until threat and emotional difficulty 
caused him to make poorly adjusted re- 
sponses, suggests that he did have adaptive 
qualities in addition to many other psy- 
chological strengths. Some of his aspects 
of good mental health included 

1. Productivity. The many well-organ- 
ized things he saw in each Rorschach plate 
suggested that he was capable of similar 
productivity on the job provided anxiety 
and frustration did not occur. Like ami- 
ability, some writers consider productivity 
—doing a good day’s work—to be one of the 
best signs of mental health, because a fre- 
quent neurotic response is the abandon- 
ment of tasks when they become too threat- 
ening. Such responses are epitomized in 
the semihumorous saying “I should haye 
stood in bed.” It was anticipated that the 
testee's productivity would soon dwindle 
if he accepted the (threatening) position 


h he (thought) he wanted. 


Another sign of strength in the testee 
_ Was an awareness of the importance of the 
Peat as well as the present and the future. 
While he seemingly was attempting to di- 
Vorce himself from past ties and interests 
| and was looking almost exclusively towards 
future financial success, he actually had 
_ good 

8. Time orientation, which enabled him 
to work in the present while planning for 
the future, Nor, as later counseling re- 
_ Yealed, was he without knowledge of how 
us past had contributed to his present 
į ‘“tuation and how both might contribute 
‘© his future. He could distinguish be- 
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tween planning and wishing and between 
planning and worrying. 

Aspects of his former life which had en- 
abled him to secure his bachelor’s degree 
(while raising a family and working) were 
present. Thus he was 

9. Self-reliant. When confronted with 
the facts he could decide without undue 
hesitation or vacillation. 

Perhaps the most fortunate of all the 
characteristics of good mental health that 
he possessed was his willingness to be psy- 
chologically examined. 

At first his employer decided to con- 
tinue with the young man in view of his 
intelligence, high motivation and the 
money that had already been expended 
in a training program of several weeks. 
However, after discussing the report with 
its subject, the employer changed his mind 
and sent his trainee for counseling, Dur- 
ing this session, the mentally healthy fea- 
tures of his personality enabled a realiza- 
tion of the threats a life of an insurance 
salesman would impose. He saw that it 
was not for him. In fact, he indicated 
that he had already felt some serious doubts 
about his new choice of a career. He was 
thankful to be fully acquainted, after a 
relatively short period of time, with many 
things of which he already had an inkling. 
His 

10. Willingness to be appraised was a 
healthy sign because he, like any person 
with good mental health, realized that 
ambitions must be brought in line with 
attitudes—as well as aptitudes—in order to 
experience pleasure in success. The men- 
tally healthy person is not afraid of medical 
examinations, dental inspections, psycho- 
logical tests or psychiatric interviews. He is 
not so fearful of what the tests may reveal 
that he avoids them. Instead he knows 
that they can contribute toward good 
health. If his—or his parents—plans for 
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the future demand more than the past 
justifies or present activities indicate, he 
changes his plans. He seeks an occupation 
where his interests are compatible with his 
efforts and where equivalent satisfaction 
may be obtained. The young man, for ex- 
ample, might satisfactorily substitute sci- 
entific prestige for financial status or he 
might endeavor to receive—through re- 
search grants and field trips—what he 
sought in commissions and company spon- 
sored vacations, 

Fortunately he will not experience the 
chronic unhappiness of a frustrated career 
that many individuals suffer because they 
were not amenable to appraisal of their 
intellectual and psychological capacities. 
Such individuals are often victims of a 
popular delusion that one can be whatever 
he desires if one really wants and tries 
hard enough. The requirements and de- 
mands of many positions are known and 
clearly established. There are tested and 
proved methods for learning how well a 
person meets the requirements and can face 
the demands. Today it seems a matter of 
poor planning, and poor mental health as 
well, to embark upon a career without con- 
sideration of one’s abilities and personality 
when such knowledge can be obtained 
easily. 


NORMAL PERSON VERSUS 

GREAT PERSON 

The man who took the psychological ex- 
amination was real. The signs of mental 
health, although they were related to him, 
are largely hypothetical. Humans and their 
interactions are so complex that it is easier 
to see poor mental health than it is to de- 
fine good adjustment. That is the reason 
there are shelves of books on abnormal 
psychology but few writings on normal 
psychology. That is the reason most 
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courses in mental hygiene deal promi- 
nently with neurotic and poorly adjusted 
behavior. Also, the abnormal is more 
flamboyant and it attracts our attention, 
but an individual possessing all of the fea- 
tures of good mental health would not 
stand out from the crowd and so might 
seem likable but uninteresting. It is the 
eccentric, the novel, the unexpected. that 
adds zest and sparkle to human relations, 

Nor may the ideally normal person be 
the great person. George Washington, for 
example, was by no means normal but he 
was great. He did not achieve his lasting 
popularity by following every popular 
cause. 

“Washington lacked many of the at 
tributes of some heads of chambers of 
commerce and multi-echelon organiza- 
tions. The one thing he never lacked, 
even when he was in error or defeat, was 
integrity. . . . Washington never looked 
back to see just who was behind him or 
which way opportunism pointed. That is 
why he became father of his country” (1). 
Similarly, many of Gurko’s (2) descrip- 

tions of the antagonism between society 
and inventors, artists, and scientists would 
seem to indicate that such people, if pos- 
sessed of potential greatness, do not have 
the attributes of good mental health. 
Most of us cannot be great persons. We 
can, however, all aspire to good adjust- 
ment. The attributes of good mental health 
may be viewed as goals. Even though we 
may never expect to attain them all equally, 
or possess them all simultaneously, we may 
strive to approach them continuously. 
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The evaluation of therapeutic results ap- 
pears to be even more controversial in 
Psychiatry than in other branches of medi- 
cine. The disagreement is still more than 
lively on insulin coma therapy, a well- 
defined method which has been widely used 
for 25 years. One can hardly hope that 
this is so because psychiatrists are particu- 
larly critical but one can at least point 
Out some excuses. 

The assessment of patient’s clinical con- 
dition is difficult in psychiatry. Prognosis 
depends upon a great number of variables, 
and therefore statistically significant con- 
clusions can not be reached unless vast 
Material has been collected. Furthermore 
ae problem of “spontaneous” versus treat- 
Ment-induced recoveries is particularly dif- 
ficult because treatment and aftercare takes 
Such a long time. In any case objective 
Miteria are urgently needed or, more mod- 
estly, criteria which are less subjective. In 
Mass statistics two such criteria exist: dura- 
ae hospital stay and frequency of re- 
A ssion. Both are objective in the sense 
3 E they can be registered without any 

jective interpretation. Systematic errors 


' Pattern of discharge and readmission 
in psychiatric hospitals 
in Norway, 1926 to 1955 


are not excluded, however. It is probable, 
for instance, that such factors as overcrowd- 
ing within the hospital system or unem- 
ployment on the labour market influence 
the discharge pattern. Even a certain bias 
is possible; therapeutical enthusiasm may 
lead to a more optimistic discharge policy, 
but here the readmission figures should 
make a correction possible. 

In a previous paper a comparison was 
made between the first admissions to psy- 
chiatric hospitals in Norway during two 
10-year periods, 1926-35 and 1936-45. The 
results of treatment as judged by the hospi- 
tals could be shown to have improved 
significantly, and the assumption seemed 
to be justified that this could have some- 
thing to do with the most important dif- 
ference between these two decades—the 
introduction (around 1936) of the modern 
shock therapies. 

In the present paper the same material 
has been followed (by means of the national 
registration of psychiatric, patients) until 
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the end of 1955, which gives a minimum 
observation period of 10 years following 
first admission. 

For the first decade the follow-up data 
were used only until the end of 1945 so 
as to make the two decades comparable 
with regard to period of observation. The 
duration of hospital stay is registered in 
completed whole years from the exact date 
of admission. Discharge is, in Norwegian 


psychiatric hospitals, always final, with a 
maximal trial period of four weeks. Re. 
admission is defined as a new admission to 


less than 12 months after discharge are not 
counted as discharged at all, so as to elimi- 
nate the confusion caused by cases who go 
in and out of hospital at short intervals, 
Table 1 gives the probabilities of release, 


TABLE 1 


A, Probability of being discharged alive and of dying in hospital 
_ during successive years of hospital stay per 1000 patients 
present at the beginning of the year 


B. Per thousand distribution of patients discharged alive. 


A 


First admissions 
1926-35: 14,337 
Within Dec. 31, 1945: 


First admissions 
1936-45: 16,038 


Within Dec. 31, 1955: 


Per thousand 
distribution of pa- 


any psychiatric hospital in the country 
within 12 months. Patients readmitted 


Discharged Discharged tients discharged alive 
Years in alive Died alive Died 
hospital per 1000 per 1000 per 1000 per 1000 1926-35 1936-45 
0-1 366 78 570 76 447 664, 
1-2 257 45 239 48 175 99 
2-3 187 42 145 44 65 42 
34 100 38 103 35 39 25 
4-5 83 32 83 34 28 17 
5-6 78 26 77 32 21 14 
67 62 26 52 29 17 9 
1-8 57 17 48 24 14 7 
8-9 49 25 44 26 11 6 
9-10 44 22 46 13 9 6 
10-12 41 23 36 17 15 8 
12-14 33 27. 35 14 9 6 
14-16 31 26 31 13 6 # 
16-18 25 19 25 u 3 2 
18-20 27 17 23 13 1 1 
Discharged alive 861 g 
Still in hospital 139 a 
A ra ae 
1,000 1,000. 
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Pattern of discharge and readmission in Norway 


ØDEGÅRD 
TABLE 2 
ied in hospital per 1000 present at the beginning of each hospital year 
First admissions 1926-35 First admissions 1936-45 
Be SACLE SS ee 
1 2 3 4 5 6-10 1 2 3 4 5 6-10 
Schizophrenia 32 r -Aai L eT 17 Dial 197 4 21:7 2A 15 
Manic-depression 57 48 49 4&2 5 32 3 28 6 4% 4% 19 
Other functional psychoses 37 23 24 2 19 28 CI WE: i AIET i BAUE ANS 7 MAn ea 
‘Senileand arteriosclerotic 305 175 184 187 149 87 295 180 180 128 136 184 
Other organic (incl. G.P.) 176 110 180 100 117 50 203 193 150 105 120 59 
With epilepsy and with 
mental deficiency 44 26 39 86 82 23 49 81 30 26 2 27 
Others (mainly 
symptomatic) 188 52 458 32 39 21 17. 0«45— 3 8G = AORE KA 
All diagnoses 78 45 «42 «$8 82 22 76 48 444 85 84 25 


alive or by death in hospital, during the 
years following first admission. Clearly 
themain difference between the two periods 
Ties in the probability of being discharged 
alive during the first year in hospital (which 
has increased from 366 per thousand to 
70), During all following years the prob- 
abilities are very much the same for the two 
periods. 

The death rates are not adjusted for age 
but are sufficiently accurate for our pur- 
‘pose, which is to show that there has been 
No great change in mortality (which could 
he a source of error when the two periods 


“ing the second year, followed by a more 
gradual decline. 
In Table 2 death rates are given sepa- 
Tately for main diagnostic groups, and the 
tact es bring out that there has been, in 
„some decrease in mortality, which was 
covered up by the pooling of all diagnoses. 
An increased number of senile and arte- 
Mosclerotic cases has raised the over-all 


death rate for the second period.) For 
schizophrenia and manic-depression as well 
as for the remaining functional psychoses 
mortality has decreased significantly, par- 
ticularly during the first hospital year. 
Most likely this is a result of a more effi- 
cient handling of severely acute cases after 
the introduction of the somatic therapies. 
No similar decrease is observed for senile 
and arteriosclerotic psychoses, and for other 
organic cases mortality has even gone up 
somewhat. In these groups the decisive 
step toward a lower mortality was the in- 
troduction of sulpha drugs and antibiotics, 
which did not take place until later. It 
should be kept in mind that World War 
II and the German occupation of Norway, 
which led to increased mortality, influenced 
the second period more than the first. 

In the following tables the discharge pat- 
tern is illustrated by the percentage dis- 
tribution of patients discharged alive over 
the successive hospital years. 

Table 3 shows that out of the first ad- 
missions (1926-35) 45 per cent were dis- 
charged within the first year in hospital 
as against 67 per cent for the next 10-year 
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` TABLE 3 


Percentage distribution of patients discharged alive according 
to duration of hospital stay in whole years 


Stillin 
1 2 3-5 6-20 hospital Total 
—Ż 
Schizophrenia 1926-35 33 16 14 15 22 10 t 
1936-45 50 12 11 10 17 100 
Other functional psychoses 1926-35 60 19 11 5 5 100 
1936-45 80 8 6 3 3 100 
Psychoses with epilepsy and 1926-35 38 20 15 11 16 100 
with mental deficiency 1936-45 50 12 12 9 17 100 
Organic psychoses 1926-35 60 ~ 19 12 5 100 
(Indl. senile) 1936-45 74 10 8 5 3 ` 10 
Others, mainly 1926-35 69 15 8 4 100 
symptomatic psychoses 1936-45 89 5 3 1 2 100 
All diagnoses 1926-35 45 O47 13 1 14 w0 
1936-45 67 10 8 6 9 100 
oi a OU UA AI, EAE Unc a a eam 
TABLE 4 
Percentage distribution of patients discharged alive according to 
duration of hospital stay and condition on discharge. (Two 
diagnostic groups are left out because of insufficient 
number of cases in some of the subgroups) 
1926-35 1936-45 
1 2 3-5 6-20 Total 1 2 3-5 6-20 Total: 
Good 60 2 9 5 100 80 1 6 8 100 
Schizophrenia ` Fair 51 20. 16 13 100 53 16 15 16 100 
: Poor 34 20 22 24 100 51 15 17 «17 ~ 100 
Good 68 20 8 4 = 100 8 8 4 2 100 
Other functional psychoses Fair 70 14 Il 5 100 2 8 9 5 100 
¥ Poor 50 24 16 10 100 ML AQ? I p36: (plod 
Good 64 2 9 1 100 8 10 4 = 2 «(100 - 
Organic psychoses Fair % 14 #7 4 100 s 8 6 4 100 
Poor 58 20 15 7 100 74 1 10 5 100 
Good 6 22 9 4 4100 a Soe Sea Bir 
All diagnoses Fair 61 18 12 9 100 68 un 11 10 A 
Poor 42 21 19 18° 100 62 13 14 u tl 
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period. To simplify the tables the material 
is subdivided into five main diagnostic 
groups, each of them being comparatively 
uniform clinically as well as with regard 
to mortality and discharge pattern. In all 
groups the percentage of early discharges 
has increased markedly. This is so even 
for the organic psychoses, which could 
signify that changes in discharge policy 
have been nearly as important as the new 
therapeutic methods, On the other hand 
it is common experience that convulsive 
therapy can bring about remission even in 
certain organic cases and besides, the 
change in discharge pattern is decidedly 
less in the organic group than in any of the 
others. 

Table 4 shows that the duration of hos- 
pital stay has decreased regardless of the 
tesult of treatment. The percentage of 


early discharges has increased nearly as 
much for patients discharged as unim- 
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proved as for the more or less recovered 
cases. This fits in with the experience that 
the new therapeutic methods have been 
useful even in chronic cases where no re- 
covery is possible but where, for instance, 
a short series of convulsive treatments can 
bring the patient out of certain pathological 
attitudes and so make discharge possible. 
On the other hand one might argue that 
the more rapid discharge even of unim- 
proved patients suggests a more active dis- 
charge policy during the second period, 
regardless of condition and due, for in- 
stance, to the increasing overcrowding in 
Norwegian mental hospitals during these 
years. The overcrowding in per cent of 
the number of authorized beds increased 
from 8 in 1926 to 21 in 1945. 

In all diagnostic groups the length of 
hospital stay has remained most constant 
in the middle group with “fair” results. 
No explanation can be offered for this. 


TABLE 5 


“Readmissions per 100 discharged alive according to duration of first 
hospital stay and according to condition on first discharge 


Duration Condition 
of hospital stay on discharge 
Total ; 
readmission 1 2 3-5 6-20 Good Fair Poor 
A E EE Se pe 
Schizophrenia 1926-35 33 38 34 3I 2l 41 35 E 
1936-45 39 41 48 «41 5 40 38 389 
"Other functional psychoses 1926-35 22 24 20 2 4 2 17 19 
1936-45 29 28 4 3 19 30 2 28 
Psychoses with epilepsy and 1926-35 34 34 2 33 2l 27 32 29 
With mental deficiency 1936-45 13 34 38:235 23 38 35 3l 
Organic psychoses 1926-35 13 Ji ,d4tge 20") 1b 27 WL 12 
1986-45 17 16 2 23 16 2 18 15 
er 1926-35 12 9 1 29 18 1A Wi Sieh id 
1936-45 15 14 22 2B 15 13 416 
Al diagnoses 1926-35 26 27 2% 28B 19 29 2 2% 
1986-45 30 99° BT MST. 22 30 29 30 


SS O a SOE=k 


= 189 


The number of readmissions per 100 dis- 
charged alive gives a rough picture of the 
stability of the therapeutical results. For 
the entire material the percentage of re- 
admissions increased from 26 during the 
first period to 30 during the second, an 
increase of 4 + 0.6 per cent. This suggests 
a somewhat decreased stability of results 
and the obvious question raised here is 
if this is a result of the shortened treat- 
ment period. The statistical data of Tables 
5 and 6 do not bear out this hypothesis, 
however. Clearly the increase in readmis- 
sions is most marked in cases with more 
than 12 months in hospital, while short- 
time therapy seems to give just as stable 
results during the second period as during 
the first. 

Condition on discharge is another im- 
portant factor. The general rule appears 
to be that in 1926-35 the good results were 
more stable than the poor ones, while in 
1936-45 this difference has largely disap- 
peared. This trend is particularly clear 


in the schizophrenic group. Schizophrenic 
patients discharged in good condition after 
less than 12 months of hospital stay had | 
49 per cent readmissions in 1926-35 as 
against 41 per cent in the second period 
Good results obtained after short hospital 
stay were evidently more stable after the 
introduction of the shock therapies than 
before. On the other hand schizophrenics 
discharged in poor condition after more 
than two years in hospital had 25 per cent 
readmissions during the first period but 
35 per cent during the second.? For the 
other functional psychoses the tendency is 
the same, as it is less markedly, even for the 
organic psychoses. 

These findings could be explainéali as 
resulting from two independent trends: 

1. A more efficient therapy for recent 
cases, bringing better and more stable 
results as well as in shorter hospital stay. 


1 The exact difference being 8.0+3.03 per cent. 


2 The exact difference being 10.6+2.14 per cent. 


TABLE 6 


Readmissions per 100 discharged alive according to duration of first 
hospital stay and condition on first discharge. Two diagnostic 
groups are left out because of insufficient number of cases 


in some of the undergroups 
Duration of first hospital stay: 


Condition on first discharge: 


Schizophrenia 1926-35 49 
1936-45 41 
Other functional psychoses 1926-35 31 
1936-45 30 
Organic psychoses 1926-35 29 
1936-45 26 
All diagnoses 1926-35 33 
1936-45 30 
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1 year 


Good Fair Poor 


2 years More than 2 years 

Good Fair Poor Good Fair Poor 
35 2189. i082 2 30 2% 
40 41 48 45 sg 2786 
20 20 24 19 1s 4 1 
26 82i 38) an 87 29 31 3 
10 oR Pe Oya 1b, 2 Ww 1 
13 24 25 17 13 24 21 
25 BA») 90 25 29 27 2% 
30 A E ER 38. 27 28 37 


2. Increased pressure for the discharge of 
chronic patients in a more questionable 
ondition, because of the increasing over- 
crowding of the hospitals. 


TABLE 7 


robability of being discharged alive 
and of dying in hospital during the 
first 10 years of hospital stay, per 
1,000 present at the beginning 

of the year 

The first admissions (1936-40) are 
followed until the end of 1946 

and the first admissions (1946— 

50) until the end of 1956 


First admissions 
1946-50 


First admissions 
1936-40 


Discharged Diedin Discharged Died in 


alive hospital alive hospital 
RR au ek 

72 663 51 

48 232 37 

55 139 42 

39 101 38 

47 79 27 

39 76 25 

42 45 18 

36 45 20 

33 44 19 

16 32 18 


In order to serve a practical. purpose 
Sur hospital statistics should preferably be 
Strictly up-to-date but this is not compati- 
le with the need for a reasonably long 
Period of observation. In Table 7 dis- 
Charge data are given for two five-year 
Periods (1936-40 and 1946-50) followed up 
q til the end of 1946 and 1956 respectively. 

Seems clear that the change in discharge 
Pattern has continued after 1946 but on 
“omewhat reduced scale. The probability 
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of being discharged alive after less than 
one year in hospital has increased from 
556 to 663. More notable is the decrease 
in mortality, evidently because the new 
drugs and antibiotics have made the treat- 
ment of intercurrent infections more effi- 
cient. Also, tuberculosis was practically 
wiped out in our mental hospitals during 
these years. Readmission statistics are not 
included in this comparison because the 
period of observation is too short. 

Comparable statistical data from other 
countries are scarce, but the study by 
Morton Kramer, et al., of the disposition 
of first admissions to the Warren State Hos- 
pital in Pennsylvania, seems to be well- 
suited for comparison. The main difference 
lies in the wide use of extramural care for 
the insane in Norway, about 50 per cent 
of the patients being in some kind of family 
care. Consequently a number of the re- 
leases registered in Norway are actually 
transfers to another type of public care, 
and most of these patients would, in the 
Warren hospital, probably remain on the 
hospital books. At the same time the pa- 
tients who are transferred to extramural 
care probably have a comparatively low 
mortality because patients in poor physi- 
cal condition will rarely be placed in family 
care. This will tend to raise mortality rates 
in the Norwegian mental hospitals, 

Table 8 shows that for each of the four 
first hospital years the probability of re- 
lease is higher in Norway. The difference 
is particularly large for senile psychoses, 
probably because the Norwegian material 
includes two fairly large psychiatric clinics 
which act as receiving hospitals and from 
which many senile cases are distributed to 
other types of care (such as nursing homes) 
outside the scope of the statistical system. 

The time trend is quite different in the 
American hospital. The probability of 
release does not increase much from the 
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first decade to the second, while the period 
of 1946-50 has a much higher release rate. 
In Norway, on the other hand, the change 
was about the same from the first period 
to the second as from the second to the 
third. The tendency toward a more rapid 
discharge seems to have started a few years 
later in the Warren hospital, possibly be- 
cause of a certain delay in the introduction 
of the shock therapies. Also the influence 
of World War II may not have been quite 
the same in the two countries. 

Mortality is generally much higher in the 
American hospital, particularly during the 
first year in hospital. The high mortality 
in senile patients in the Warren hospital 
is clearly one of the reasons for the lower 


probability of being discharged alive, It 
seems quite clear that the selection of pa- 
tients for hospital admission must be a 
different one and must lead to a larger 
proportion of poor risks. 

This tentative and inadequate analysis 
is given merely to show that international 
comparisons are possible, provided the 
statistical methods are given, such as in 
this American monograph. Such compari- 
sons may be fruitful if it is possible to 
make a careful study of the medical and 
administrative conditions in the two hos- 
pital systems to be compared. Direct com- 
parisons, disregarding possible sources of 
error, are apt to be grossly misleading. 


TABLE 8 


First admissions to the Warren State Hospital and. to the psychiatric 
hospitals in Norway. Probability of being discharged alive and 

of dying in hospital during the first four years, per 1000 of 

those present in the hospital at the beginning of the year 


All mental diseases Functional psychoses Senile psychoses 
Yearsin = ———_________ 
hospital 1926-35 1936-45 1946-50 1926-35 1936-45 1946-50 1926-35 1936-45 1946-0 
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admissions to psychiatric hospitals in Nor- 
way, 1936-45. These 16,038 patients have 
been followed until the end of 1955, and 
duration of hospital stay as well as fre- 
quency of readmission has been examined 
“in detail. The figures have been compared 
with similar figures for the 14,337 first ad- 
missions 1926-35, followed until the end 
of 1945, 

_ The probability of being discharged 
‘within 12 months increased from 366 dur- 
‘ing the first decade to 570 during the sec- 
ond. The increase was considerably greater 
for schizophrenia than for organic psychoses 
_ but was significant for all diagnostic groups. 
It was independent of the condition of the 
"patients on discharge. 

The number of readmissions increased 
slightly but significantly, which suggests a 
lower stability of the therapeutic results. 
This particularly applies to patients dis- 
charged as unimproved, whereas the good 
Tesults seem to be even more stable during 
the second decade than during the first. 
The tentative conclusion is drawn that 
Around 1936, mental hospital therapy be- 
Came more efficient, resulting in better and 
More Stable results as well as in shorter 
hospital Stay. At the same time increasing 
Wercrowding led to pressure for the dis- 
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charge of chronic patients, in relatively 
poor condition, to other forms of care. The 
greater therapeutic efficiency made it pos- 
sible for the hospitals to comply with these 
demands but at the expense of more fre- 
quent readmissions. 

An attempt is made to compare the 
statistical data from Norway with corre- 
sponding data from an American state hos- 
pital. The main difference appears to be 
that the shortening of hospital stay came 
somewhat later in the American hospital 
and that mortality was considerably higher. 
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JOHN ARSENIAN, Px.D. 


Situational factors contributing to mental 


illness in the United States: | 


This paper will explore situational factors 
or factors in social living and social ar- 
rangement in American society which pre- 
dispose to mental illness. It is an elabora- 
tion and application of some ideas about 
tough and easy cultures presented in a 
previous publication.1 

Stated simply, the essential ideas were 
that a culture which has ineffective, incon- 
gruous and inefficient means of satisfying 
needs or reducing vital tensions requires 
people to sustain high levels of psychologic 
tension and hence may be experienced and 
described as “tough.” Conversely by defini- 
tion a culture which readily and regularly 
satisfies needs or provides for reduction of 
biologically and psychologically induced 
tensions is “easy.” 


Dr. Arsenian is Director of Psychological Research 
at Boston State Hospital, and Assistant Professor of 
Clinical Psychology at Boston University, Boston, 
Mass. 

1 Arsenian, John and Jean M. Arsenian, “Tough and 
Easy Cultures: A Conceptual Analysis, Psychiatry, 
11(November, 1948), 377-85. 
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A theoretical summary 


A principal derivation from this hy- 
pothesis was that “tough” cultures would | 
have a high incidence of functional dis 
order along with other signs of deviation 
from approved patterns of social living 
such as (for our culture) crime, drug addic 
tion, suicide and other “out of bounds” 
behaviors. 

In the previous paper a procedure was 
suggested which allowed for cross-cultural 
comparisons, looking toward a ranking of 
societies for their potential for socially in- 
duced sickness, Existing cultures could be 
ordered to a continuum between two hy- 
pothetical extremes: a polar tough culture 
and a polar easy culture. 

The present focus on mental illness as 
a concomitant of the toughness of Ameri- 
can culture is made because mental illness 
is authoritatively considered a large-scale 
public health problem in this society. 

The theoretical assumptions underlying 
the previous formulations were not new 
ideas, and this is equally true of the addi- 
tional ideas incorporated here. Intellectual 


indebtedness was expressed to a number of 
anthropologists, sociologists, social psychol- 
‘ogists and psychoanalysts. 

The clinical material which supports the 
present formulations will not be summa- 
tized here. The material is composed of 
outlines of the unhappy life experiences 
of more than 500 adult and adolescent 
mental patients whose lives have been topi- 
ally reviewed by interviews directed at 
understanding the forces antedating and 
"precipitating their mental illness. 

The interview material and life history 
data were recorded from cases collected 
over a 10-year period. For most of these 
patients psychological tests were obtained, 
studied and interpreted prior to staff con- 
ferences. Some of these tests were aimed 
at discerning the patient's current prob- 
lems and something of personal history dis- 
posing toward “breakdown.” 

By allowing the mind to dwell upon 
and abstract the common denominators of 
these combined materials, it was hoped 
that true relationships could be discerned. 
The commonplace quality of most of the 
notions employed and emerging may 
strengthen the case for their value, reserv- 
mg the term “validity” for statistical con- 
ftmation or verification. The procedure 
Makes use of commonplace assumptions of 
the disciplines of psychology and psychi- 
‘Atty and sociology. What is said is obvious, 
Yet by integrating obvious statements there 
Merges a set of consequences which may 
Tot seem so obvious. This also applies to 
ñ set of remedial steps which recommend 
pre as following from the analysis. 

icularization of what to do—involving 
«lets of social policy and expediency— 
8 not within the scope of this paper. 


BASIC ASSUMPTIONS 


an) Needs, tension, overloading 
The following set of assumptions and 
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concepts is required for this analysis of 
situational factors contributing to mental 
illness. These will be defined and their 
operation briefly demonstrated. The first 
few provide a framework which seems ap- 
plicable to instances of distressed deviance 
in cultures generally. The later axioms 
carry progressively more relevance to prob- 
lems salient in the U.S.A. 

First it is axiomatic that humans have 
some innate and some socially induced 
needs which, in some combinations, pro- 
duce responses directed toward satisfying 
these needs. 

Suppose that to each need is associated 
a degree of “tension” which, reaching a 
certain level, prompts action to reduce 
tension. 

Also suppose that there is such a level 
of tension that a further increment pro- 
duces overloading with: (a) resulting dis- 
organized outer behavior, or (b) a disorgan- 
ization of the personality or inner psychic 
organization, ie., mental derangement, 
“nervous breakdown,” mental illness. 

An overloading of increments of tension 
at barriers sometimes prompts temper tan- 
trums, running amuck, unconsciousness 
with or without diffuse motor discharge, 
even death, as from “shock” due to terror 
or (ironically) tickle. Familiar illustrations 
of disorganization of perception and per- 
sonality linked to overloading of tension 
are the hallucinated mirage of the thirsting 
man, amnesia for the intolerable, delusions 
of reference for the guilty. Psychologic 
processes of perception, speech, memory, 
reasoning, feeling, etc, may be separately 
deranged or more general disorganization 
of personality may follow overloading of 
tension, as in stupor or mania. 

Second assume that every person has a 
“breaking point,” a point beyond which 
he can tolerate nothing further without 
explosive outer behavior or inner disrup- 
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tion or both, and that this is dependent 
upon two factors: his inheritance and his 
experience. 


Barriers, frustration, stress 


For some needs at some times there exist 
barriers requiring the sustaining of tension. 
Barriers and restraints are part of the struc- 
ture and/or habits of a culture. 

The term “stress” is here used to describe 
any regularly repeated or long-continued 
relation between person and environment, 
such that tension is or becomes or may be- 
come high. 

The previous paper, as mentioned, de- 
fined a “tough culture” as one which in- 
duced and sustained high levels of psy- 
chologic tension. By definition the ideas 
of a tough culture, high levels of tension 
and stress are being linked. Thus a culture 
or environment may be more or less stress- 
ful and the individual more or less tension 
loaded or frustrated. Where aroused needs 
are not integrated with path-goal patterns 
that enable a person to satisfy needs or 
reduce tensions, the term “stress” will be 
used, 


Modal culture, modal man 

Societies, cultures, nations, social classes 
may be habituated to more or less similar 
artifacts, systems of relationships and path- 
goal patterns. It is thus possible to speak 
of American, German, French, Papuan 
culture. 

More of an abstraction is the construct 
of the average or modal man for a given 


2If there are differences in tension-level-tolerance 
of various genetically homogeneous stocks, American 
culture imposes a more difficult burden of con- 
formity and control on some people rather than 
others. For instance, if biogenetically “Italians” are 
more volatile than “Englishmen,” the same barriers 
will be experienced as more tension-producing for 
Italians. 
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culture. To some extent genetic homo. 
geneity and, to a greater extent, the stamp 
and more or less continuous moulding of 
each given culture upon its added (infant) 
members by the socialization process pro: 
duces a national character. 

Because of its mixed peoples in “melting . 
pot” United States the construct of the 
average American rests more upon uni 
formities in the education and indoctrina 
tion process than it does upon genetic 
closeness.” 


Social life cycle, age grading 

Birth, growth, reproduction, decline and 
death express the biological life cycle of 
man and of many other creatures. Each 
culture has a social life cycle more or less 
well-defined which runs more or less pat 
allel to the biological cycle. Where the 
biological cycle is punctuated by the uni 
folding of certain needs and readiness, a 
for sex and reproduction, and the habits 
of the culture are not in tune, the discrep- 
ancy defines a stress in the culture linked 
with a lift in tension. There are culturally 
stamped habits, rights, expectations, bur- 
dens, duties, skills, titles, privileges, ety 
which go with age. 

Just as Gesell has pieced out the mat 
ration of motor and, to a lesser extent, 
psychologic development in the child, it 
would be possible to discern for any givet 
culture a social life cycle for the modal 
person. On the average, at this age one i 
weaned, cleaned, put to work, sexually 
initiated, considered adult, etc. 

A modal life cycle serially details 
things one is expected to do or not do and 
defines the tensions which one is allowed 
to reduce or expected to bear. i 

A culture’s tension load requirements 
may vary for different age groups. Re 
example, it is easier to be a child in ng 
U.S.A. than to be an adolescent, easier ig 


= 


IONAL SUPPORTS 

Rites of passage 

sitions from one group to another, 
called initiation rites or rites of 
are notable events as recognized 
erence to them as “milestones.” 
ally a rite of passage defines, at 
barrier and a path. The ceremony, 
ordeal marking the transition may 
re or less stressful and the immediate 
as well as the long-range situa- 
‘involve either an elevation or 
of the tension level. 

transition or admission to a new 
sition, group, privilege, etc., is 
by age and without a cere- 
d eal, tension is low or minimal. 
Imission is selective and condi- 
tied to a stressful initiation rite, 
on is imposed. How much more 
pon the particular ordeal, the 
‘olved and their place in the hier- 
Values. For example, transition 
lass of voters is minimally stressful; 
ege is not uniformly highly 
ence its age barrier is not associ- 
much tension, nor is there a 
rite to mark the transition. 
ion is involved in the age-limited 
O drive an automobile, marked by 
Wnership and an examination to 
te ability. 


Properties of paths 

“Tites of passage are paths to 
Privileges, etc., they vary in the 
ns described as belonging to 
These were number, approval, ef- 
efficiency, clarity, accessibility, 


congruence and cognizance. 
tension loading of a people 
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directly related to these path properties as 
ways of unloading tensions will be illus- 
trated, using as a model the transition from 
an unwed to a married state. Simultane- 
ously it is intended to suggest both the 
stresses in the situation and the applica- 
bility of the analysis of paths. 

In the U.S.A. there are a number of ways 
to signify interest in and enter into mar- 
riage. Some have more approval as being 
more consistent with our ideals and norms 
of courtship and marriage—being pre- 
sented to society, going steady with the 
boy from the home town, marrying up, a 
church wedding vs. a “lonely hearts’ con- 
tact or a “forced marriage” or a “whirlwind 
romance” with a civil ceremony or with- 
out blessing of church or legal code. 

The effectiveness of courtship techniques 
varies. Do the questing, waiting girls who 
hopefully follow the paths of self-adorn- 
ment, self-development and display out- 
lined in huge quantities of our advertising 
and fantasy media get mates? The time 
and energy devoted to this process of 
facilitating “natural selection” indexes the 
efficiency of these paths, The accessibility 
of these paths refers to the number of per- 
sons who can find a given path potentially 
effective. It is not known how many people 
follow such patterns as there are for find- 
ing a mate and are yet unmarried. Clarity 
of paths toward marriage varies because 
what a woman or man should do to get 
a mate is not explicity defined. 

The substitutivity of paths (not objects) 
seems limited by personality constraints 
and awareness of the “art of courtship.” 
Once set on a course with marriage as a 
goal, how possible is it to shift or reverse 
one’s approach and substitute other paths? 
Congruence of paths poses this question: 


8 Arsenian, John and Jean M. Arsenian, op. cit, 
378-80. 
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Do the number of paths converge upon a 
goal and to what extent are these in op- 
position? To be flirtatious is to attract, 
yet to be overly flirtatious is to risk being 
considered “loose” and hence not a good 
choice for a monogamous match. Lack of 
congruence is well-instanced by premarital 
intercourse where consummation may have 
the totally opposite effects of guaranteeing 
a marriage or of blocking a marriage.* 

Finally, to illustrate cognizance the ques- 
tion is: How much do people know about 
the properties of paths, in this case court- 
ship techniques, their number, effectiveness 
and so on. 

All rites of passage may be viewed in 
part as paths. As such they have the attri- 
butes of paths as illustrated above in ref- 
erence to courtship and marriage. The 
derivative argument is that psychological 
tension or tension load depends upon and 
varies with the properties of paths as means 
of reducing tension. A culture’s rites of 
passage may make for easy tension reduc- 
tion or the converse. 

Imbedded in the rites are psychologically 
and culturally important needs and goals. 
That they are the subject of special cul- 
tural elaboration itself shows their high 
tension value in much the same way as do 
laws or taboos. 


4 The writer knows of a Don Juan who, being both 
glamorous in looks, profession and skillful in 
courtship techniques, discarded a dozen attractive 
blondes because they finally capitulated to his very 
winning approach. He married the first one who 
finally defended herself. 


5In this connection I recall reading of a culture 
exceedingly tough on all adolescents who aspired to 
marry. As the incest taboo had been generalized to 
include everyone, all choices were taboo and in 
order to wed, a loving couple had to flee to a 
remote haven at the peril of their lives. Once they 
reached this haven they were safe although in transit 
they were pursued with deadly intent. 
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i 
Transitional supports | 

Leaving one position or stage and en 
tering another may or may not be stressful - 
depending on cultural arrangements ol 
social habits. The arrangements between — 
one position and the next one are here 
called transitional supports. In nature, 
metamorphosis is characteristically associ- 
ated with structural supports, quiescence, 
shelter and often with an automatic un 
folding of an innate pattern of readiness 
which equips the individual for its next 
stage. In man the possibilities are greatly 
varied by cultural differences. 

In a newly synthesized culture or in one 
which has permitted or forced itself to 
change, transitional supports may be weak- 
ened, neglected or totally lost. For ex 
ample, the onset of puberty is a definite 
transition, but in the U.S.A. it is not sup- 
ported by any rite of passage, any recogni 
tion of maturity or any bridge to or allow- 
ance for an approved outlet for tension: 
It is generally ignored. Any bio-social 
change for which there is not adequate 
transitional support is necessarily tension 
loading. To illustrate with a more social 
need, to be graduated from college is a 
transition. The possible ambiguity about 
“what next?” or the question, “Has one the 
techniques to make a living?” attests to a 
deficiency in transitional supports. 

It seems possible to take a step beyond! 
asking whether transitional supports aM 
present or absent. To some extent ie 
must be present or the very survival ofa 
group would be threatened.’ | 

The meaning being assigned to the term 
transitional support is figuratively suggest | 
in the model of an old-fashioned, twon 
unsynchronized drawbridge. There is th 
staging of the whole, the slope of the yi 
proach, the width of the gap, the los 
limit, the force and machinery necessal)| 


to open and close the bridge with possible 
differences in the lifting and lowering 
power and speed of the two sides. The re- 
sult may be a smooth, bumpy or delayed 
"passage, even one involving risk of falling 
through, or being so frightened at the ap- 
proach that one withdraws, or one may be 
so “keyed up” about the passage that dis- 
pleasure follows at being let down. For 
example, there are those for whom the 
wedding night is a disappointment. 

The idea of transitional support is 
broader than rite of passage. In the bridge 
analogy, the rite of passage would be to 
the total structural and functional concern, 
like the act of paying the toll. Or to use 
again the biological phase of puberty, a 
rite of passage, if we had one, might refer 
to the ceremonial recognition of puberty 
_ by some initiation rites, Transitional sup- 
‘ Ports would refer to all knowledge, tech- 
miques and behaviors put at the disposal of 
the individual prior to and following the 
‘vent of puberty and provisions for the 
 Mctement of tension associated with the 
change, 

Transitional support may involve vari- 
(ous “parts” of a culture. Thus customs, 
laws, sets of skills or materials, a body of 
Knowledge or beliefs, a set of social tech- 
‘Tiques, privileges or positions may all be 
sen as transitional supports. 


IDEOLOGICAL STRESS 
Inconsistency, incongruity, discontinuity 
i Cultures are habits of seeing, believing, 
ling, thinking and valuing as well as 
| habits of doing. Ruth Benedict showed 
brilliantly that a patterning of these ele- 
Ments exists to the extent that a given cul- 
Mre has selected from all possible ways a 
fig. Or less well-knit cluster, making pos- 
Mle bio-social survival. The whole is 
t ingfully integrated but the fragments 
àt do not fit are here the focus. 
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With the term ideological stress, refer- 
ence is made to discrepancies in thinking, 
feeling and valuing to the extent that con- 
flict and tension may arise. 

Part of this idea is familiar and variously 
stated as a conflict between theory and 
practice, ideals and reality, aspirations and 
expectations. Another part, also commonly 
noted, rests on the possibility that the 
values themselves may essentially conflict. 

Familiar illustrations of discord between 
theory and practice are Christian charity 
and acquisitiveness; the fatherhood of God 
and color discrimination; Christian love 
and war; equality of opportunity and 
nepotism. 

Discrepancies between theory and prac- 
tice as a source of mental discomfort and 
confusion are abundantly testified to in 
newspaper editorials and Sunday sermons. 
That they create tension is self-evident. 
Whenever one is brought into focus, heated 
arguments may follow and some adoles- 
cents literally go wild over them, e.g., the 
conflictual values of purity and “sophistica- 
tion.” 

Most adults affect a boredom or im- 
patience or develop “logic-tight compart- 
ments” (Hart) to protect themselves against 
these inherent contradictions. Part of be- 
coming adult is “going through a phase” 
of questioning, doubting, being confused 
and—hopefully—“finding” one’s self. 

Opposed values as a kind of ideological 
stress are also productive of tension and 
discomfort. They may not be so obvious 
as the discrepancies between theory and 
practice, nor are they understood as part 
of the adult’s secrets which bind the wounds 
of disillusionment with the comforting 
mantle of adulthood. In theory Santa 
Claus brings presents, but we adults all 


6 Hart, Bernard, The Psychology of Insanity (New 
York: The Macmillan Co., 1936). 
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“know better” and there is some satisfac- 
tion (a reduction of tension) in knowing 
that there is a difference between theory 
and practice. It proves one is worldly and 
knowing. But where the values themselves 
conflict, there is no such consolation in 
knowing. One is a bore or crank for think- 
ing about it, a pariah or rebel for speaking 
out, or perhaps a dangerous revolutionary. 
Yet the fact remains, that there are con- 
flicts in values and they do produce and 
foster tension even in people who studi- 
ously ignore them, 

Illustrations can readily be drawn from 
major tension involved areas of living in 
U.S.A. culture: property, life, liberty, love, 
sex, age and moral goodness. The possi- 
bility of confusion, uncertainty with diffi- 
culty in choice, discomfort in confrontation, 
or denial of implicit contradictions—all 
hint at tension loading. Freedom vs. hard 
work, virtue ys. sophistication, filial devo- 
tion vs. independence, submission vs. self- 
assertion—some combinations of these are 
potentially tension loading. 

A third type of ideological stress was 
described by Ruth Benedict who focused 
on “discontinuities” in the socialization 
process. Some tension invested or tension 
reducing activity or ideal emphasized in 
one stage of the life cycle is displaced, de- 
flated or discarded later. There is some- 
times literally a reversal of attitude or 
value. Children are instructed to be obedi- 
ent, co-operative and peaceful, rewarded 
for this behavior, sometimes punished for 
transgression. But the time comes when 
they advance their interests more if they 
are assertive, competitive and aggressive. 
For some more than others the early condi- 
tioning sticks. What is later in order is 
not a good continuation of what came 
before; hence the term discontinuity. 

To illustrate from other age groups: the 
practice of retirement at 65 with benefits 
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and assistance conflicts with adult goals of 
industry and self-support. Again, the 
license or demand for murderous aggres- 
sion in wartime from persons earlier in- 
doctrinated to check ideas and impulses 
toward extreme violence produces a’ stress 
rendering some unsuited for wartime sery- 
ice and contributing to others’ neuropsy- 
chiatric discharge from military service. Or 
consider the grown-up girl who wants 
supremely to be loved, attracts a mate and 
finds her happiness threatened by the 
prospect of competition from her own child 
and her sanity threatened by this appalling 
thought. She who was so happy to receive 
so much love now is expected to step aside 
and give love. Again there is discontinuity 
between the emphasis on irresponsible play 
in childhood and on responsible work in 
early adulthood, or on dependency in 
childhood and youth and independence 
in adults. 

Such discontinuities are potentially pro- 


ductive of sustained tension, especially in | 


persons who lack either brightness or 
resiliency and are consequently inflexible 
or rigid. 

Most of these situations may be seen as 
special types of value conflict where the 


culture changes its moral expectations with | 
time or circumstances and for one reason | 


or another people fail to accommodate. 


Temporal discontinuities 

There is another type of discontinuity 
clumsily expressed as those too soon or too 
high built up and too soon or too far let 
down. The arena of sports provides the 
easiest example; the high school or college 
football star must find it hard to be a 
“has-been” at 20 or 25. True, the high 
school star may go on to be the college Bi 
although the competition is stiffer, and ; 
may not “make the grade.” Even so, excep 


for a handful who become professionals, 


this path toward fame evaporates upon 
_ graduation. k 

Perhaps the same may be said of young 
fliers who achieved such honors, titles, 
‘salary and admiration for their risky war- 
time service as they may never again 
< achieve. Or, less recognized in the frame- 
work of our society, the natural leaders of 
youthful gangs may never again enjoy such 
power and prestige. That they early enjoy 
an enviable position on the corner or in 
the neighborhood may operate against 
their struggling for recognition within the 
framework of socially approved adult so- 
ciety. Hence their natural talent for lead- 
= ership, if it goes unsocialized, may predis- 
pose to social failure or outlawry. 

Selfevident in its stressful quality, the 
discontinuity of being too highly built up 
and too far let down finds examples in 
those who “also ran,” the defeated candi- 
date for office, the runner-up in a race or 
Contest, those also nominated or considered, 
those, in short, who might have been 
chosen had fortune smiled. Unlike those 
too soon built up, years of hard work, 
grooming and self-discipline may have pre- 
' ceded the critical test. Those who “also 
tan" may suffer not only the gall of defeat 
but also the embarrassment of struggling 
t0 regain their prior level of esteem once 
s the aura of ascent has flared their reputa- 
tions and aspirations. With defeat may 
‘ome ruminative fantasies of revenge and 
- Teversals which aggravate the spirit, adding 
the tension of guilt to the depression from 
defeat, 

One other subclass of discontinuity merits 
description. Its commonness is attested to 
by the familiar complaint “if only I had 
known.” Metaphorically the reverse of the 
Youth who flies too high too soon, this is 
the person who does not get off the ground 
“ough the fault of proper training or 
ming. For those who could have “made 
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the grade” had they taken the right steps 
at the right time, the discontinuity lies in 
their failure to realistically anticipate the 
level at which they should or must be op- 
erating to achieve their aims. 

The foregoing material details some of 
the more environmental or cultural factors 
promoting high tension. What follows gets 
closer to the individual, to the needs that 
are frustrated, with resulting increased ten- 
sion, pushing people toward their indi- 
vidually variable breaking points. 


LOSS 
Situation of loss 


First there is the situation of loss, most 
literally illustrated by the death or removal 
by divorce and separation of some loved or 
significant person who served as the main- 
spring, mainstay or reservoir of tension 
reducing activity. 

Clinically, losses are associated with de- 
pression, melancholy, longing for restora- 
tion and sometimes with maniacal excite- 
ment like running amuck or suicide. 

Loss is generally publically recognized 
and usually gets some sympathy, support 
and consolation. The adequacy and regu- 
larity of substitute provision is the critical 
factor in determining how much tension 
the bereft individual will be required to 
bear. Cultures vary widely in their provi- 
sion for the various kinds of loss. 

The biologic losses of potency and fer- 
tility associated with the climacteric or 
“change of life” regularly contribute to 
depression, even in women who have 
demonstrated their fertility. 

More subtle are losses of a psychological 
type such as loss of ideals about the self 
or marriage or about the ultimate value of 
things. Loss of real competences or failure 
to develop hoped for levels of skill may 
likewise produce depressions. 
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Chronic insufficiency 

The term chronic insufficiency is intro- 
duced to describe those situations in which 
an individual gets some gratification for 
needs but not enough, like a substandard 
diet. Different from Joss in that a person 
does get something, chronic insufficiency 
may go without public or even subjective 
recognition. For this reason it may be 
cumulatively productive of as much tension 
as loss which is overtly recognized and 
sometimes adequately compensated for. 
The constancy and prolongation of the 
deprivation may produce some habituation 
to unhappiness of the sort William James 
had in mind in his famous phrase, “Habit 
makes victims of us all.” 

Chronic insufficiency seems clinically as- 
sociated with malaise, anxiety, discontent, 
mild depression, irritability and various 
hypochondrial complaints such as colitis 
and ulcers. 

Such serious consequences presuppose 
that the “needs” involved be central to 
well-being and happiness. Beyond the more 
physical needs of food, clothing and shelter, 
this notion is built around more psycho- 
logical needs such as sex, affection, security 
and self-assertion and self-esteem. Karen 
Horney's book Neurotic Personality of Our 
Time (1937) is an excellent outline of the 
neurotic and characterlogical consequences 
of what is here called chronic insufficiency. 
Franz Alexander's classic summary of the 
relation between chronic frustration of pas- 
sive dependent needs and duodenal ulcer 
establishes the possibility of physical or 
tissue illness from chronic tension associ- 
ated with insufficient gratification of psy- 
chologic needs. 


Central need frustration 


To describe central need frustration as 
the absence of gratification of some pivotal, 
vital need may seem repetitious in view of 
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the preceding. Some clinical material 
seems to warrant its separation from 
“chronic insufficiency.” What distinguishes 
the two is a quantitative factor in respect 
to both degree of response and vital sig- 
nificance of the need. Where chronic in- 
sufficiency or deprivation may produce 
responses of the order called “neurotic,” 
central need frustration may drive people 
“stark raving mad.” As in battle, psychosis, 
the desert mirage, running amuck, jealous 
mania—needs which are close to survival 
when frustrated—may produce a violent 
response or a profound disorganization of 
personality. 

Central need frustration may be associ- 
ated with violent or murderous assault on 
the self or others. It may also be associated 
with obsessive trends so powerful and de- 
manding as to render the person function- 
ally psychotic. The obsessive traits appear 
to evolve to forestall murder of the self 
or other one or to defend against the use 
of the sexual centers as a means of discharg- 
ing tension. 

Central need frustration is more often 
clinically associated with other psychiatric 
syndromes; literally any and all schizo 
phrenic reactions are possible consequences. 
Shakespeare’s Ophelia illustrates fairly well 
the shattering of personality following the 
shattering of love’s dream. Frustration in 
aspiration for high achievement is obvi- 
ously associated with some paranoid 
schizophrenias. 

Moreover, the depressive syndromes are 
inevitable consequences of central need 
frustration since the person is missing some: 
thing and naturally feels sad and grieved 
about it whether he is additionally angry, 
outraged, driven berserk, beside himself or 
out of his mind. 

Perhaps it is not oversimplification tO 
say that central need frustration may p10- 
duce psychopathology—all types. 


BY Catastrophic loss 

tastrophic tension refers to the sudden 
sustained threat to life most common 
‘natural disasters or modern warfare. 
sion beyond loading capacity produces 
m motor discharge, purposeless ac- 
possibly primitivization or regression 
behavior—among other kinds of dis- 
nces. 
combat line or target, threat to sur- 
fal may give rise to varied neurotic reac- 
The book Men Under Stress by 
er and Spiegel? well-illustrates the 
of symptoms where there is a sudden 
More gradual accumulation of irreduci- 
nsion. Where threat to life cannot 
ncretely defended by some protective 
it may produce incapacitating anxi- 
compulsive activity, insane flight 
lard the enemy or severe regression. 
john Hersey’s Hiroshima® includes nu- 
fous examples of crazed behavior as- 
lated with a sudden overwhelming 
ulus. That there may be similar re- 
€s to the signal of a catastrophic event 
n if a false alarm—was documented 
adley Cantril’s study® of some folk 
ons to Orson Welles’ dramatic “War 
Worlds,” the 1938 radio documen- 
ased on the book by H. G. Wells. 
iroshima something unknown and 
ul had happened. In “Invasion from 
=’ Something dreadful was immediately 
Mcipated. Both produced similar irra- 
i activity showing some vestigal sur- 
aim, but the organization of the 
avior was clearly lacking. 
he kernel of the argument is that sud- 
Catastrophe produces behavior which 
milar to transient psychosis, whether 
be a reality basis for the panic or a 
ay anticipation of disaster as in other 
€ situations, 
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The last straw 

It is both popularly and philosophically 
recognized that fate is sometimes uncom- 
monly cruel. A stressful sequence of events 
may be capped by yet another trial or 
tribulation that proves beyond endurance. 
The popular image of the “last straw” or 
“the straw that broke the camel’s back” 
seems lively and valid. Whether it is called 
a breaking point or a threshold for decom- 
pensation or personality disorganization is 
immaterial. The basic idea is sound: a 
man can endure so much. Beyond this the 
next frustration, annoyance, aggravation, 
insult or wound (or to use our language, 
the next increment in painful tension) may 
trigger a massive psychotic reaction, rang- 
ing from mute stupor to maniacal furor. 

The language of historians which sepa- 
rates the underlying and precipitating 
causes for catastrophic events such as wars, 
revolutions and depressions may be rele- 
vant here, for personalities do indeed 
undergo these trials to their integrity. 

It may be worth noting that the particu- 
lars associated with the “last straw” may 
or may not be related to the central issue. 
Thus it is of variable significance and use 
in attempting to reconstruct or understand 
the causes of an illness. Commonly there 
is at least a symbolic link between the 
precipitating stress and the underlying ten- 
sion state. 


1 Grinker, Roy R. and John P. Spiegel, Men Under 
Stress (New York: Blakiston Division, McGraw-Hill, 
1945). 


8 Hersey, John, Hiroshima (New York: Alfred A. 
Knopf, Inc., 1946). 


9 Cantril, Hadley, Hazel Gaudet and Herta Hertzog, 
Invasion from Mars: A Study in the Psychology of 
Panic with the Complete Script of the Famous 
Orson Welles Broadcast (Princeton, N. J.: Princeton 
University Press, 1940). 
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CONFLICT 

Conflict is a central and pivotal concept 
in most “dynamic” theories of abnormal 
psychology. Because the focus here is on 
situational factors, attention is called to 
types of conflict which are, relatively speak- 
ing, external to the personality although 
the values or things involved may be of the 
utmost concern to the person. This use of 
the term is different from the intrapsychic 
conflict so integral a part of psychoanalytic 
theory. ' 

Where psychoanalysis has well-developed 
theories about parts of the personality in 
conflict, the conflicts referred to here are 
more matters of decision and choice be- 
tween manifest alternatives. Kurt Lewin 
provided a systematic analysis of the types 
of painful choice in a masterful paper on 
“the psychological situations of reward and 
punishment.” 10 Much simplified, the few 
situations outlined below have recognition 
in images and metaphor that are centuries 
old. 

First is the conflict of being compelled 
to choose between two positively attractive 
goals, aims or values, proverbially in- 
stanced by the plight of the ass that starved 
to death, caught equidistance between two 
haystacks, 

Second is the conflict of being con- 
strained to stay in a situation and choose 
between two unpleasant aims, goals or 
values. Folk wisdom has it that one should 
choose “the lesser of two evils,” but people 
have also long recognized the more trying 
state where the choice is “between the devil 
and the deep blue sea” or “to jump out of 
the frying pan into the fire.” 

Third is the conflict of ambivalence: one 
and the same goal, value or aim simulta- 


10 Lewin, Kurt, A Dynamic Theory of Personality, 
(New York: McGraw-Hill Book Co., Inc., 1935), 
Chap. IV, 114-70. 
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neously attracts and repels. The idea of — 


the too costly Pyrrhic victory or Aesop's 
fox’s “sour grapes” catches part of this 
situation. 

Finally there is the situation where each 
opposed alternative gives the prospect of 


pleasure and pain. While this is a com- 


bination of two of the above conflict situa- 


tions, so many choices either present or 


develop in this way that it warrants inde- 
pendent specification. Perhaps the idea is 
caught by the expression: “Six of one; half 
dozen of the other.” 

Clearly all four situations have in them 
the possibility of increments of tension, the 
more so if the choice is of vital significance 
to the person and decision somehow de- 
layed. Below “P” signifies the person and 
the symbols + or — designate the attrac 
tion or repulsion value of alternatives 
which may be things, activities, persons, etc, 


+P+ 
By turn to illustrate the fit of these 
models to clinical material, an attractive 


girl who felt unattractive blossomed on | 


discovering the unreasonable source of her 
negative self-feeling. (Her mother apprect 
ated her handsome brothers much more 


and felt the girl would have to be accom | 


plished to be admired.) Feeling better, she 


quickly attracted two suitors, each having | 


many admirable traits. Unable to choose 


between them, she became simultaneously | 


engaged to both. As she did so she became, 
by turn, excited and depressed. Her im- 
ability to choose was responsible for a large 
increment in tension and some nonrational 


behavior. 


ae) ZS 
The pathological potential of a situation 


in which one must choose between tW0 


; ERE e 
negatively valent situations may seem mor 


self-evident. Consider, for example, the 


situation of a passionate woman who was 
bitterly frustrated in a growing estrange- 
} ment in her late marriage. She loathed the 
alternatives of separation and continuation 
ina marriage with her unfaithful husband. 

“Ideas of killing him, herself and their child 
V entered her mind. She would not let her 
husband get away with two-timing her, But 
these ideas were intolerable, 

The doubly intolerable choice of “letting 
him get away with murder” or murdering 
him was disguised by this delusion; some 
_ gang was out to get her and the child, and 
her husband was a Secret Service agent and, 
therefore, necessarily absent from home. 


Pt 

The situation of ambivalence, so well- 
“illustrated by the soldier who wants both 
(stay and take flight, may be again illus- 
trated by a patient who loves to drink for 
the taste and the feeling of freedom from 
her Marriage vows, yet who so overindulges 
that as often as she drinks she is returned 
to the hospital, usually after some violent 
kenes, She genuinely loves and hates 
liquor, and the ambivalent feeling itself 
Produces a state of tension such that she 
either feels explosively anxious or goes on 
“drinking craze to seek oblivion. 


BPE 


The fourth situation is illustrated by a 
Pung woman who had taken steps toward 
Ets an extremely ascetic order of nuns. 
n a „Senuinely wanted to live a devoted 
pal life, but this ran counter to some 
Sed Interests in leading a more nor- 
Ri adult life. She avidly read maga- 
fessin, of the True Story type while pro- 
k § to abhor the lustful side of normal 
ho, 08 afraid of men and sex. She was 

ied to and repelled by both al- 
Ms es The struggle became too much 
er and she “cracked.” 
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In all these situations of confusing and 
conflicting choice, it is hypothesized that 
the tension level mounts to progressively 
more painful and unmanageable pitches. 
As repeatedly stated, either the personality 
gives way under the tension or the outward 
behavior shows the signs of distress. 

In reviewing and recording the life his- 
tories of several hundred patients, with but 
few exceptions there emerged salient, con- 
flicting feelings centered around the bio- 
logical events of birth, weaning, accession 
to manhood or womanhood, discharge of 
libido, reproduction, marriage, separation, 
divorce and death. 

As previously intimated, some of these 
biologically based, emotionally troublesome 
issues can be rendered less conflictful by 
changes in structural supports so that 
people will have lessened tension loads. 

As for the more external and socially 
centered aspects of conflictful choice, it has 
been noted that the richness of the United 
States, together with its relatively classless 
society, its ideology of individualism and 
freedom of opportunity, presents citizens 
with many alternative courses of action, 
careers, positions and personal choices. 
Where multiple opportunities require 
choices which eventuate in different de- 
grees of reward or satisfaction, increments 
of tension (tension residuals) are left for 
all choices which are less than satisfactory. 

If “the grass is always greener on the 
other side,” America presents many pastures 

with many fences and many gates which 
may in one way or another be opened or 
hurdled. To the extent that the gates are 
open, the ideology of individualism has it 
that a man has “only himself to blame” 
for failure to get what he wants. The 
possibility of resulting self-dissatisfaction 
would be associated with increments in 
uncomfortable tension. To the extent that 
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some gates are, in fact, closed and some 
opportunities chimerical, the conflict be- 
tween an ideology of free opportunity and 
the reality of barriers defines a type of stress 
which is itself productive of tension. 

Assuming that the several factors de- 
limited point to some situations as poten- 
tial generators of high levels of tension for 
any considerable number of people, it fol- 
lows that changes in cultural and social- 
izing arrangements could do some things 
to reduce and eliminate some stressful 
situations. 

The idea is not new that civilization is 
pushing many people toward “break- 
downs.” Current practice in psychiatry so 
occupies that profession with those who 
are emotionally crippled or overburdened 
that more attention is given to the analysis 
and possible resynthesis of these individuals 
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than to those aspects of the societal matrix 
which promote mental illness. 

Chiefly through the development of 
“structural supports” and the regular intro- 
duction of substitutions for various kinds 
of loss, there seem to be possibilities for 
lessening tension loads without altering the 
values or habits of our people. 
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Evaluation of a full variety of physically 
disabled or chronically ill outpatients at 
the Institute for the Crippled and Dis- 
abled, New York City, has uncovered many 
 Mstances of serious mental disturbance 
Which were not previously recognized. 
ae disturbance in individuals who 
ned physical disabilities is a 
lives ae phenomenon. Ruesch (19) be- 
a at the problem of prolonged con- 
h cence or invalid reactions among the 
hey ill probably surpasses that of 
a disease in social importance. Per- 
oa would be more reasonable to in- 
an ne of these cases of “prolonged 
Atego Scence or invalid reactions” in the 
a Oty of mental illness. Certainly it is 
Psychiatric problem which is not ade- 
(ately met, 
fhe as the aim of this paper to consider 
a oy that the degree of disability 
+ ed handicapped patients is enor- 
ip 7 Magnified by unrecognized mental 
“s and to outline the dynamics in- 


Personality disorganization 


camouflaged by physical handicaps 


volved. The Institute for the Crippled 
and Disabled is a comprehensive rehabili- 
tation center affiliated with New York Uni- 
versity. At this center patients can be 
studied and treated in a setting where their 
reactions to a variety of social, vocational 
and physical situations can be closely ob- 
served. Intake social workers at the In- 
stitute interviewed 1,391 patients in the 
26-month period between January 1, 1957, 
and February 28, 1959. Of this number, 
545 (or 39 per cent) were provided with 
some form of continued psychological 
help, including psychotherapy, by the staff 
of our Social Adjustment Service. An esti- 
mated 15 per cent were also recommended 
for psychological help but either refused 
it or were not considered suited to the 


Dr. Gelb is Director, Social Adjustment Service, In- 
stitute for The Crippled and Disabled, New York 
City. 

This paper was presented at the Annual Meeting 
of the American Psychiatric Association held in 
Philadelphia in April, 1959. 
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full rehabilitation program. A larger num- 
ber (64 per cent) of the congenitally dis- 
abled were considered to be in need of 
such services. 

It is well-known that many mentally 
disturbed individuals claim a physical basis 
for their condition. We might, then, in- 
vestigate those physically handicapped in- 
dividuals who, we find, have a personality 
disorganization, with the hope of learning 
more about the role and value of physical 
disability to the mentally disturbed person. 
Certain neurotic individuals find nonexist- 
ent illness a useful blanket or camouflage 
to cover their neurotic way of living. 
Actual physical disability can serve that 
purpose with even greater success. The 
following is an example of a case of an 
actual physical disability which camou- 
flaged a serious mental illness. 


Case 1. The patient was a thirty-year- 
old single woman who had received 
medical and surgical treatment in vari- 
ous pa pires for a ruptured lumbar 
vertebral disc. For three years no cogni- 
zance was given to the serious psychiatric 
disorder which was ultimately seen to 
be responsible for the greater part of her 
disability. Two and one-half years after 
her back injury occurred, an’ insurance 
carrier referred her to our Institute for 
treatment for her back. Patient and 
Sekai alike busied themselves with 

er severe physical symptoms. A myelo- 
gram and further surgery were recom- 
mended but refused by the patient. 

After six months our Medical Service 
referred her to the Social Adjustment 
Service because she had made no progress 
and was depressed and preoccupied with 
back pain. At first she attributed all her 
troubles to her physical condition but 
later, with help, she was able to tell 
her social worker of her tortured and 
disorganized life, of “emotional bridges” 
she felt had to be crossed before she 
could work again. From that point on 
the patient seldom referred to her physi- 
cal complaints. The psychiatric inter- 
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view and psychological testing revealed 
a serious personality disorganization, 
with depressed intellectual functioning, 
depression, paranoid ideation, phobias 
and hysterical reactions which seemed to 
be a defense at times against schizo- 
phrenic panic. 

The patient was considered to be a 
borderline paranoid schizophrenic, She 
continued in psychotherapy for two years, 
and although she remained a very dis- 
turbed woman, she had improved con- 
siderably. She was able to benefit from 
physical therapy, no longer required it, 
and was able to use public transporta- 
tion. For the first time in five years she 
was psychologically and physically ready 
to accept employment. 


PSYCHOLOGICAL REACTION TO 
DISABILITY 
The manner in which a physical injury 
or illness affects an individual psychologi- 
cally has been viewed in various ways by 
different observers. Freud (10) and Fer 
enczi (8) believed that a sick or disabled | 
person withdraws love and interest from | 
others and transfers them to himself or | 
his diseased parts, thereby becoming “nar 
cissistic.” Ferenczi called these narcissistic 
neuroses “pathoneuroses” if they were con 
sequent upon somatic disease. “Anta l 
Freud (9) looks upon the effects of illness 
as being primarily due to “changes in libido 
distribution” and to the heightened de | 
mand of the ill body for “libidinal cath 
exis.” In the field of rehabilitation 11 
creasing attention is being paid to the | 
importance of the pre-existing pena a 
as it relates to the degree of pathologic# 
reaction to the disease or handicap (24 
11, 12). ye 
Alger and Rusk (1), in a paper se 
ing the rejection of help by some disa A l 
people, emphasize that “the neurotic ré p 
tion is not something new brought aban 
by the disability. Rather, the neurotic pe 
action to the disability is only an 


mple of the specific patient's typical 
iy of reacting to stress situations in life.” 
hey describe a patient who required 
therapy because his neurotically com- 
ive character interfered with his re- 
ibilitation. In this case the patient's 
deful scorning of help and violent as- 
uption of independence was erroneously 
ked upon by the patient, and some 
ers, not as neurotic but as an expression 


led, who required psychotherapy pri- 
ily because of her seclusiveness. Before 
onset of her severe disability she pro- 
ted herself from “lowly” sexual impulses 
ause they were inconsistent with her 
ings of lordly superiority. Even her 
attractiveness as a woman was un- 
ptable to her. When she became handi- 
ped she used her disability to suppress 
emale role. The disability became a 
venient camouflage for distorted, neu- 
totic sexual attitudes. 

Ruesch (19) noted in a statistical study 
that of all the major conflicts associated with 
ayed recovery, dependency-independ- 
ranked first. The frequent overde- 
dency of a physically ill patient is often 
n as “regressive behavior.” The author 
Hoes not feel that such pathological de- 
dency is a regression but rather an 
ression (in the framework of the illness) 
the individual’s typical way of function- 

This neurotic expression may not be 
by either physician or patient as neu- 
ic because of the realistic dependency 
ofa handicapped person, which is not easily 
arated from neurotic pathological de- 
ndency. In other words, neurotic de- 
dency may “look good” when one is 
dicapped. We have seen, in fact, many 
atients (perhaps included among them 
le huge number of “prolonged conyales- 


_ Personality disorganization 
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cence or invalid reactions” cited by Ruesch 
above) who seem adjusted and “merely” 
handicapped, but who have personality 
disorders or neurotic reactions such as 
pathological dependency, schizoid person- 
alities, paranoid reactions, phobic reactions, 
etc., but these disorders are more or less 
unseen. In many cases the injury or physi- 
cal illness establishes a situation which is 
more congenial for the practice of a pre- 
existing neurosis or psychosis. It is there- 
fore understandable that some individuals 
with a personality disorder would welcome 
a physical illness or disability. The follow- 
ing is an example of such a case. 


Case 2. The patient, a thirty-year-old 
welder, sustained a superficial one-inch 
laceration of the right forearm. Eighteen 
months later he was referred to the In- 
stitute by an insurance company. Before 
referral he was seen by at least 12 con- 
sultants, none for psychiatric evaluation. 
Yet because of bizarre and inconsistent 
neurological findings, most of these physi- 
cians felt the patient had a conversion 
reaction. Two of them advised surgery. 
Despite a variety of treatments, he re- 
ported that his arm pain increased. The 
patient would not use his arm. He had 
stellate ganglion blocks, steam packs, 
paraffin baths, ultra sound and other 
physical therapy. č 

At the Institute he was not considered 
physically handicapped. Evaluation in 
the Social Adjustment Service revealed 
a man with very little anxiety. He casu- 
ally spoke of somatic symptoms and re- 
lated stories of poor treatment following 
his accident. He had resented his moth- 
er's and nine siblings’ expectation that 
he contribute to their support; he had 
married but left home four times; he 
had had a succession of many jobs 
in 10 years. In psychological testing he 
made a minimum of effort and actually 
reacted with amusement to repeated fail- 
ures. The patient's buoyancy and jovial- 
i sea his satisfaction in proving 
his inability to function and his expecta- 
tion that others would now have to take 
care of him. The patient was diagnosed 
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passive-aggressive personality with hys- 
terical and paranoid features. He would 
not accept anything but physical “treat- 
ment” and he left the Institute to con- 
tinue passively to receive this elsewhere. 


In this case the individual was almost 
overjoyed with the existence of a fairly 
minor injury. He exhibited behavior 
which was a continuation of his pre-exist- 
ing personality. 


EFFECT OF PSYCHIC TRAUMA 


Mental and physical reactions to a cata- 
strophic event, in the form of traumatic 
neurosis or traumatic syndrome, may also 
provide a form of camouflage for a basic 
personality or mental disorder. 

In studying patients who were injured 
in both world wars, it became evident that 
the mental behavior of a patient follow- 
ing an injury was often more important 
than the injury and that it often bore little 
relationship to the type or extent of the 
physical injury. Kardiner (13, 14) views 
the traumatic neurosis as resulting from a 
breakdown of the executive system for ac- 
tion. He does not find any consistent pat- 
terns in the pretraumatic personality. It 
should be noted that Kardiner studied only 
those cases where traumatic neurosis was 
considered to be the exclusive picture, and 
not those in whom the trauma is woven 
into the character structure or those in 
whom psychoneurotic symptoms and trau- 
matic neurosis coexist. Although Kardiner 
emphasized the specificity of the traumatic 
neurosis, the current classification of psy- 
chiatric disorders officially adopted by the 
American Psychiatric Association does not 
include traumatic neurosis. Several other 
workers in the field have felt that this con- 
dition cannot be separated out so distinctly. 
Kelman (15) considers it a “decompensa- 
tion syndrome” following an injury. The 
traumatic syndrome does not develop in 
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individuals whose injury or illness does not 
detract from their neurotic way of living. 
Kelman emphasizes that the prominent 
character trends of the patient are cruçial 
and that the pretraumatic personality can 
be understood from the study of the patient 
who is reacting with the “traumatic syn- 
drome.” Bonime (4) provides an example 
of a patient’s chronic and severe neurosis, 
following traumatic war experiences, as 
something that developed in terms of his 
previously existing personality disturbances. 
At first all that was visible was a seemingly 
helpless victim of painful war experiences. 
Psychotherapy made it possible to place 
the war traumata in their proper perspec- 
tive along with problems that existed long 
before. Here the reactions to the war ex- 
periences were sufficient to camouflage the 
basic disturbed personality. 

The author views the reaction of a pa- 
tient commonly diagnosed traumatic syn- 
drome or traumatic neurosis as basically 
a reaction of severe anxiety or panic, some 
symptoms of which the patient incorpo- 
rates into a fixed, chronic defensive system. 
The panic is provoked by actual or threat- 
ened destruction of a previous neurotic or 
psychotic way of existing, If severe, it may 
be similar to or the same as the panic seen 
in the schizophrenic crisis (17) and such 
a crisis may actually occur. An obvious 
injury or physical disability accompanying 
such a case may be of value to the patient 
as a secure screen behind which his neu- 
rotic practices can be carried on undetected 
and unmolested. In the following case the 
patient attempted to convince himself and 
others that all his problems were due to 
his injury and had not existed before. 

Case 3. The patient was a thirty-four- 
year-old former iron worker who, two 
years before admission, fell three stories 
and sustained multiple but only tempo- 
rarily disabling bodily injuries. An 
orthopedic surgeon who examined him 


six months after his injury found no 
physical defects and recommended psy- 
chiatric rehabilitation. The insurance 
company concerned did not refer him 
for psychiatric consultation, however, 
and one year later he was referred to the 
Institute by another agency for voca- 
tional rehabilitation, Our medical ex- 
amination yielded no physical diagnosis. 
His symptoms of head, neck and leg 
pains, memory lapses, enuresis and im- 
potence were considered part of a psy- 
chiatric syndrome. He appeared to be in 
a chronic state of agitation and anxiety. 

When psychotherapy was begun, he 
at first saw no problem except that his 
symptoms made him feel hopeless about 
returning to his “happy” preaccident 
situation. As a child in Europe he had 
been exploited by his cruel father and 
employers. He cynically viewed all in- 
terpersonal relationships as being be- 
tween master and servant. He had 
achieved “success” by means of what 
might be termed a “dutiful maneuver,” 
presenting himself as a subservient and 
grateful conformist. His confidence in 
the sufficiency of this role had already 
been shaken when, as an adolescent in 
war-torn Europe, he continually suffered 
from deprivation and danger of death. 
In America, his obsequious Behari kept 
him anxiety-free until his accident oc- 
curred; then his confidence was almost 
completely shattered. He was hysically 
no longer able to cater to others. His 
subsequent depression and anxiety were 
in proportion to the threat to his long- 
standing pathological adaptation, Since 
he ier all people as cruel, he at- 
tempted to get along with them by con- 
tinuing to remain compulsively beyond 
reproach. 

His seemingly strong motivation to 
return to work was merely a response to 
what others seemed to expect from him. 
His suffering was masochistically “self- 
punishing” and thereby a means to W 
off the expectations and reproaches of 
others. He never became deeply involved 
in psychotherapy but after one year he 
began to sense that others could accept 
him even when he was not subservient. 
He was no longer impotent, recently 
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married and began to get satisfaction 
from his training in electronic wiring. 


THE MYTH OF ENNOBLEMENT 
THROUGH SUFFERING 

Fenichel (7) believed that “the opposite of 
a pathoneurosis would be a ‘patho-cure’ of 
a neurosis that disappears with the out- 
break of an organic disease.” In other 
words, the neurosis becomes superfluous 
when replaced by another kind of suffer- 
ing. He felt that it is not uncommon for 
a neurosis to spontaneously improve if a 
kind of “secondary” or “artificial” neurosis 
takes its place. For example, according to 
Fenichel the neurotic may “get well” if he 
falls physically ill or suffers a real misfor- 
tune because the misfortune takes over the 
“punishment significance that had been 
represented by the neurosis.” There are 
reports that schizophrenia has improved 
or remitted when organic illness such as 
TB or pneumonia intervened, 

A disability may establish new conditions 
for a person which alter the manifestations 
of a neurosis, but the disability cannot cure 
or basically change a neurosis. Where such 
appears to have occurred the neurosis is 
merely camouflaged, blended in neatly so 
that it is not visible. It is just as active 
and often more effective than before. On 
the other hand, in a time of crisis, which 
may occur following an injury, an indi- 
vidual may discover healthy resources 
which he did not use before. If such un- 
exploited capabilities are unearthed the 
person may have the opportunity, in par- 
ticular circumstances, to learn the value of 
his strengths and as a consequence move 
closer to health. But even in such a case 
a physical handicap does not “replace the 
neurosis.” 

A vivid expression of this point of view 
comes from the pen of a mature and per- 
ceptive writer and philosopher (20) who, 
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rendered immobile following traumatic 
transection of the spinal cord, writes that 
he does not believe suffering has the effect 
of changing people for the better. He states 
that on the contrary, from his personal ex- 
perience and from his study of history, it 
appears people change rather for the worse 
when subjected to serious physical and 
mental strain. But he suspects this is pos- 
sibly a kind of optical illusion. “They 


probably did not really change at all. They’ 


remained what they were, only more so, 

because their most essential, normally per- 

' haps hidden characteristics suddenly be- 
came visible on the surface. The very use- 
ful and . . . protective shell formed by 
certain civilized conventions, pretensions 
or inhibitions was usually quite thin. It 

peeled off easily under pressure and re- 
vealed every single individual in his naked 
truth. . . . What really happened was that 
in such a test the individual gave irrefuta- 
ble testimony about himself, about his basic 
ugliness or his fundamental decency or even 
the rare nobility which proved to be the 
deepest core of his being. The evidence so 
produced was sometimes rather startling, 
not only for others but for himself. Per- 
haps it was the rare occurrence of happy 
Surprises of this kind that fostered the 
naive illusion that every personality was 
necessarily purified and ennobled by suf- 
fering.” 


PERSONALITY EXPRESSED BY 

THE ILLNESS 

The cases so far presented illustrate that a 
physical disability may precipitate, aggra- 
vate or obscure mental symptoms. Not 
only is there an emotional reaction to the 
disability but the symptom components of 
the disability itself may be used to express 
the pre-existing personality and become 
part of the neurotic pattern of living. For 
example, Grayson (12) made note of the 
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fact that a paraplegic may use the symptom 
of incontinence as a means of expressing 
hostility or accentuating dependency, 
Thus, physical and mental reactions to a 
disability may at once express and also 
mask the basic pre-existing personality dis- 
turbance. The following case illustrates 
this phenomenon: 


Case 4. The patient was a forty-two- 
year-old man who had been paraplegic 
for eight years. His rehabilitation had 
been seriously retarded because of his 
ray disorder. His handicap fol- 
owed the use of spinal anesthesia during 
surgery for stomach ulcer. Although he 
was a skilled and respected worker in an 
industrial workshop, his attendance was 
extremely erratic because of bouts of 
depression and alcoholism. He attended 
the Institute weekly for psychotherapy. 

The patient's despondency always fol- 
lowed occasions when he felt his needs 
and desires were neglected by others—a 
delay in repair of his braces or failure 
of a relative to write to him. At these 
times he sulked, neglected to use the 
toilet facilities at his boarding home or 
at work and became incontinent of urine, 
much to the annoyance of those about 
him. At other times he got drunk on 
cheap wine which he bought with his 
rent money. He then made many phone 
calls announcing that he was too ill to 
continue the struggle. One crisis fol- 
lowed another and psychotherapy was 
only partially helpful. 

He rarely expressed anger directly and 
he was usually ingratiating and conform- 
ing. He was the same way before the 
onset of his handicap. He had been 
married twice and in each case his wife 
had left him. In describing his marital 
life, he boasted that even though his 
wives were high-strung and shouted at 
him, he remained reasonable and un- 
ruffled; at these times he would walk 
out until they “cooled off.” This patient 
was a passive-aggressive personality who 
had not been basically changed by his 
handicap. He was passively demanding 
of others and became depressed when he 


had to actively give in a relationship or 
when he had to reveal his need for others. 
He used his own handicapped body 
vindictively and masochistically to pun- 
ish others when he was frustrated. In 
this case we can see not only a reaction 
to the illness but also the use of the ill- 
ness to express the pre-existing personal- 


ity. 


INFLUENCE OF SOCIETY AND 
THE FAMILY 


The attitudes of others should not be over- 
looked in considering the vicissitudes of 
personality disorganization in a physically 
disabled individual. The camouflages 
noted above may be supplied by the social 
environment. Meyerson (16) states that in 
superficial contacts with the disabled, physi- 
cally normal people are influenced by a 
“signal reaction” and tend to see only the 
disability rather than the person with a 
disability. In our experience the signal re- 
action may persist far beyond superficial 
contact. Consequently, where personality 
disorder exists, physical disability may be- 
come a cover-up by the mere fact of its 
existence. This phenomenon is strikingly 
illustrated in the following case since it 
demonstrates that even a severe, chronic 
schizophrenic reaction is subject to the 
camouflaging effect of physical disability. 
The physical disability, of course, may have 
contributed to his mental disturbance but 
it also deflected professional attention away 
from his then primary mental illness. 


Case 5. The patient, age forty, was 
seen at the Institute for the Copel and 
Disabled in 1939, 1949 and 1956. In 
addition, over the span of these years he 
received extensive attention in six other 
institutions, including a mental hospital. 
His physical diagnoses had been: 1) un- 
descended testes, bilaterally and 2) pa- 
Talysis, right lower extremity, following 
poliomyelitis at age fifteen. He was re- 
peatedly rejected for vocational reha- 
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bilitation services because of his bizarre 
behavior. Nevertheless in no instance 
had a clear-cut psychiatric diagnosis been 
made, although review of the copious 
records of previous evaluations reveals 
that his bizarre and disturbed behavior 
was identical to that which led to our 
diagnosis of chronic schizophrenia, 

His behavior has been so grossly psy- 
chotic that I am convinced that without 
his physical disabilities none of his 
past observers would have hesitated 
to make a psychiatric diagnosis. In 
one vocational testing report (January, 
1949) the following appears: “At first 
he was fairly quier but then he began 
to grumble and grunt in a rhythmical 
fashion as he worked. He was very tense 
and would suddenly start wringing his 
hands, banging on the floor and wig- 
gling. He would suddenly stick his whole 
hand into his mouth... .” 

Incessant loud talking, flight of ideas, 
wide scattering in psychological test re- 
sponses, “somatic phobias” and severe 
hypochondriasis were all reported in 
1947 and were not different from the 
findings 10 years later. In 1947 a mental 
hygiene clinic report revealed that 
his “immaturity, self-consciousness and 
loquaciousness are probably related 
to a strong sense of social infe- 
riority due to his retarded glandular 
development.” A mental hospital where 
he spent a year in 1939 made this diag- 
nosis: “Hypopituitary deficiency, other 
complications, mental reaction of inade- 
quacy, prognosis poor for recovery.” 

He was accepted for service at the 
Institute in 1956 before his previous rec- 
ord was known to have existed. Again, 
despite examination by a physiatrist and 
an internist (where very little physical 
disability was found) and a psychiatric 
screening, the full extent of his psychi- 
atric disability was not apparent until 
vocational evaluation and an intake 
evaluation by the social worker ` were 
begun. Further psychiatric evaluation 
revealed bizarre somatic preoccupation, 
paranoid delusions, multiple phobias, 
flight of ideas, inappropriate and bizarre 
social behavior. 
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Cultural values contribute to the extent 
to which a handicapped person feels 
crushed in his environment. In those cul- 
tural groupings where physical prowess, ap- 
pearance or high income, etc., have high 
value, the task of successful adjustment 
with a disability is magnified. The disabled 
patient is often encouraged to enjoy the 
status quo because of the neurotic reasons 
of others. Neurotic manifestations such as 
dependency, withdrawal, denial and guilt 
may be encouraged or generated in a pa- 
tient by family or society. For example, 
the feeling of false pride on the part of 
some families may encourage dependency. 
The patient may be told in actuality or in 
effect: “Why do you try to work? It is an 
insult to us. We are a big family; it is 
easier for us to support you.” 

The handicapped are segregated and 
isolated because of society’s distorted and 
rejecting reaction to the crippled person, 
who is not seen as fully human. In re- 
ferring to the mental patient Robbins (18) 
said: “The patient's own way of living, 
when left to his own devices, points con- 
sistently to isolation from others and a 
generally restricted sphere of activity. If 
our own ‘so-called therapeutic procedures 
also have these characteristics, then our ther- 
apy is doing the same thing which the pa- 
tient does for himself... .” Robbins is refer- 
ring to the isolating features of the large in- 
patient mental hospital. In a similar way 
the physically disabled patient may isolate 
himself or be isolated by others. 

Psychiatrists may share in this isolating 
process and thereby contribute to pessimism 
regarding psychotherapy for this group. 
Many psychoanalysts consider the disabled 
person to have a life situation which is 
“unfavorable” or too complicated to make 
him a good candidate for psychoanalysis. 
There are very few reports in the literature 
dealing with intensive psychotherapy of a 
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disabled patient. The disturbed mental 
functioning of a disabled person remains 
hidden if he is isolated from the common 
stream of life by society’s distorted con- 
cepts. The problem remains even if it is 
merged with his physical handicap or sub- 
merged by it, and the loss of living poten- 
tial for the patient is just as great. 

Since the degree of disability in the 
physically handicapped may be enormously 
magnified by unrecognized mental illness, 
careful psychiatric evaluation of the patient 
in a comprehensive setting and appropriate 
referral for psychotherapy or other treat- 
ment is most necessary. Rehabilitation cen- 
ters for the treatment of the physically 
disabled must make adequate provision for 
the psychological rehabilitation of their 
patients. In most of the 1,600 U.S. hospi- 
tals, where beds are assigned for rehabili- 
tation, no psychotherapy is offered and the 
psychiatrist merely participates in the eval- 
uation of the patient’s problem (6). 

It is our experience that if a physically 
disabled patient is evaluated in a brief 
office interview, a problem may not be un- 
covered. A multidimensional approach is 
usually more successful. In a comprehen- 
sive rehabilitation setting the psychiatrist, 
psychologist, social worker and group 
worker comprise a Service which, along 
with the medical and vocational services, 
can provide the patient with a dynamic 
evaluatory and therapeutic experience. 
This appears to be the best setting in which 
to view an individual in action, to see his 
way of living and relating and thereby 
diagnose and treat any personality dis- 
turbance which may otherwise remain un- 
recognized. Such a personality disturbance 
may augment or be equally or even pri- 
marily implicated in the apparently purely 
physical disability with which the patient 
originally presents himself. 


SUMMARY 


The complex of physical disability and 
mental illness is not easily separated into 
its elements. Often both patient and physi- 
cian may be unaware of the processes in- 
volved, and as a result many physical dis- 
abilities are treated over a period of years 
without recognition of the presence of or 
the complicating force of neurotic or psy- 
chotic illness. The physically disabled 
patient responds to his total environment 
and uses himself in a manner consistent 
with his personality. In the case of per- 
sonality disturbance, the physical disability 
may be used either to express or shield 
such a disturbance. Adequate psychiatric 
evaluation in a comprehensive setting ap- 
pears to make possible the most construc- 
tive therapeutic course for the patient. 
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CATHERINE T. BENNETT, M.A. 


A telephone interview: 


A method for conducting 


Follow-up studies have proved to be a most 
effective means of evaluating the gains 
made by former clients of agencies devoted 
to furthering social and behavioral adjust- 
ments. The most important of these seems 
to be the way in which the individual ex- 
periences his difficulties and the abilities 
he and those about him can develop to 
cope with them. Once he has had a chance 
to strengthen his most effective coping 
mechanisms and has been helped to re- 
educate himself to deal adequately with 
his problems, his need for the services of 
the agency is considered ended. How well 
he has learned to use the services of the 
agency and how effective they have been 
in helping him are the major questions a 
follow-up study is designed to answer. 


Mrs. Bennett is a Research Psychologist at the 
Child Guidance Clinic in Louisville, Ky. She has 
been conducting a survey type telephone follow-up 
study since 1956. This article describes her experi- 
ences in developing and using this method. 
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a follow-up study 


Survey type follow-up studies are those 
in which all clients of an agency who asked 
for help during a specific period of time 
are investigated. The advantage of such 
surveys—in addition to the evaluation of 
the individual's progress—is that an evalua- 
tion of the effectiveness of the agency's 
services can be made. The purpose is di- 
rected to the agency and how effectively it 
can do its work. 

Many follow-up studies would be at 
tempted if there were some more con 
venient, less costly and less time-consuming 
method of interviewing than that of home 
visits. The telephone provides a way of 
making more follow-up interviews in 4 
less time-consuming way. 

The telephone follow-up interview is to 
be considered a research tool only if the 
method of conducting it is carefully de- 
signed in advance. The method described 
here is one which is in use at the Louisville 
Child Guidance Clinic and has proved of 
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yalue (1). It was devised and adapted from 
the description of the telephone follow-up 
study undertaken by the Detroit Children’s 
Center (2). Whether it was designed and 
conducted in exactly the same way is not 
known but the method and results are 
comparable. 

Over 250 cases were studied by 1960, the 
fourth year of the telephone follow-up 
study at the Louisville Child Guidance 
Clinic. We found that the telephone popu- 
lation is an excellent representation of the 
total clinic population, possibly because 
most people today have telephone service. 
When we compared our results with those 
of the Detroit Clinic we found agree- 
ment on nearly every dimension. This 
strengthens our confidence in the method. 
Consideration of the following factors is 
essential in setting up procedure: 


1. Sample 

At the beginning of such a study a 
decision must be made concerning the 
period of service that the survey is 
to investigate. In the studies con- 
ducted at the Louisville Child Guid- 
ance Clinic one year’s case load was 
surveyed, The Detroit Study covered 
an 18-month period. 


2. Data Sheet 
The next step is to collect the data 
necessary for evaluation of the study 
and for the telephone interview. This 
can be done most effectively by design- 
ing a data sheet which will cover the 
items pertinent to the study. 


3. Questionnaire 

A questionnaire must be developed 
which will contain all the items 
thought necessary for judging the data 
collected during the interview. It 
facilitates the recording of the inter- 
view and makes certain that each in- 
terview covers the same areas and 
answers the same questions. The ques- 
tionnaire also makes it easier to judge 
each adjustment according to the 
criteria. 
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4. Criteria for Judgments 


Appropriate criteria should be devised 
to judge the adjustments of the former 
clients. A scale based on a revised 
Witmer Scale (4) was devised for eval- 
uation of the follow-up interview in 
the Louisville study. 


5. Approach to the Interview 

“Depth interviewing’ techniques 
should be used to elicit information. 
The interviewer acts in a more or less 
catalytic manner, allowing the person 
being questioned to give information 
about the adjustment in his own way. 
Clews to the adjustment are “picked 
up” by the interviewer and recorded 
on the questionnaire sheet. This 
method requires that the interviewer 
know a great deal about the problems 
of the individual being questioned 
and necessitates a careful reading and 
and recording of information con- 
tained in case history of the problem. 
The interviewer leads the conversa- 
tion into channels that bring forth 
information pertinent to the judging 
data. Familiarity with interview tech- 
niques is essential. Other techniques 
could be developed by the interviewer 
to meet the needs of his agency and 
his interest. 


PRACTICAL SUGGESTIONS CONCERNING 
THE CONDUCTING OF TELEPHONE 
INTERVIEWS 
Confidence in the use of telephone as an 
interviewing tool and experience in the 
use of this tool has led to the development 
of certain ideas concerning the actual con- 
ducting of a typical interview. Perhaps the 
best way to describe these concepts would 
be to tell how such an interview was 
conducted. 
A. Knowledge of the problem area 
(preparation). 
oning, it was deemed 
posse Net a wae knowledge 
of the case being investigated as pos- 
sible. The case history was read, the 
symptoms recorded on the data sheet, 
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all the information concerning previ- 
ous contact was noted (i.e., sex, age, 
number of contacts, names of other 
Gee of the family of the patient, 
etc. 

It was helpful to know the child’s 
nickname or what his family called 
him, something about his brothers 
and sisters, the status of his family, 
etc. 


. Conducting the interview 


The interview was opened by such a 
simple statement as: “Is this Mrs. 
James Smith? Are you the mother of 
John Allen Smith?” (A specific iden- 
tifying name is used to assure that the 
right person was contacted.) “I am 
Mrs. Bennett of the Child Guidance 
Clinic. We are doing a follow-up 
study on some of the patients we saw 
here five years ago, and we were won- 
dering how Johnny is doing now?” 
This usually was all that was needed 
to start the conversation. 

The questionnaire sheet was then 
brought into use. As the mother 
talked the interviewer noted on the 
sheet the items that seemed to be 
answers to pertinent questions. If the 
desired information about the child 
did not come forth, it was necessary 
to resort to direct questioning. To- 
ward the end of the conversation it 
was useful to elicit some description 
of the status of the symptom the child 
had presented five years ago, if possi- 
ble. ‘Then the mother was asked how 
she felt about the Clinic and its serv- 
ices. This was recorded verbatim 
without comment. If she seemed em- 
barrassed, saying, “Do you want my 
frank opinion?” the answer was, “Yes, 
the only way we can improve our- 
selves is to get frank estimates of how 
our services appear to others.” 
After the mother was thanked for her 
co-operation and the child’s name 
mentioned again (expressing the hope 
that he gets along fine), the conversa- 
tion ended, 


Assessment of adjustment 


An immediate attempt was made to 
evaluate the mother’s responses to 


the interview. The judgment of the 
child’s adjustment was made while 
all of the reactions to the interview 
were still in mind. 

The evaluation of the results of the 
follow-up studies was done by com- 
paring all the interview data with 
data recorded in the case history. 
This evaluation has proved of in- 
terest in several areas, has pointed 
up the need of continuing the fol- 
low-up research and will, it is hoped, 
help reveal more areas where the 
information can be used construc- 
tively. 


. Comparison of results 


Comparison of results obtained by 
the telephone follow-up study of 
one agency should be made with a 
similarly conducted follow-up of an- 
other highly regarded agency in the 
same field. The Louisville Clinic 
study was patterned after the one 
done by the Detroit Clinic and the 
results were compared. This helpe 
judge the results more realistically. 
It helps answer questions as to how 
one agency's experience compares 
with that of another. 


ADVANTAGES OF A TELEPHONE 
FOLLOW-UP INTERVIEW 

The advantages of this technique need 
highlighting so that the telephone inter- 
view can take its proper place as a re- 
search tool, 
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.It allows 


It is much less time-consuming and 
costly than face to face interviewing. 
It affords a larger population for 
follow-up evaluation in a shorter 
time. 


.It reduces, in most cases, the em- 


barrassment and resulting hostility 
that a home visitor might engender. 
the interviewer to take 
copious notes without creating anxi- 
ety on the part of the client. an 
intention is not to prevent the client 
from knowing that what is being 
said is being written down, but to 
insure that the process of note taking 


does not intrude and threaten the 

freedom of conversation.) 
5. The lack of face to face contact can 
be of advantage to the interviewer 
since he can dispense with the social 
amenities necessary in such contact. 
Prejudices, distractions by the per- 
sonal appearance of the interviewer, 
etc, are avoided in this type of in- 
terviewing. 
A telephone conversation is an ac- 
cepted way of communication. It 
demands the attention of those re- 
sponding to the subject under dis- 
cussion. The telephone seems to 
command priority over distractions. In- 
terruption are rare and usually are 
dealt with speedily. 


A study done by Dr. Levitt (3) of In- 
diana University has given certain criteria 
for the per cent of cases one can expect 
to be able to contact in follow-up studies. 
He has estimated that the per cent of 
cases which will be interviewed can be 
represented as a function of the time in- 
terval between the close of treatment and 
the follow-up study. 

His estimate is that: 

1.A three-year interval will produce 
69 per cent 4.5 of the total popula- 
tion under study. 

2.A four-year interval will produce 64 
per cent 44.5 of the total popula- 
tion. 

8.A five-year interval will produce 59 
per cent 44.5 of the total popula- 
tion. 


The number the author was able to 
teach by telephone falls within the limits 
presented by Dr. Levitt, whose estimates 
were made concerning face to face inter- 
viewing. 


SD 


PROBLEMS OF INTERVIEWING BY 
TELEPHONING 

Several incidents which bear noting oc 
curred during the conversations. The in- 
terviewer was asked several times about 
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the psychological tests and their signifi- 
cance. If necessary it was explained that 
we use these tests as tools to guide us in 
helping the child and to understand him. 

In several instances the mother indi- 
cated a need for further help either for 
the former clinic patient or another mem- 
ber of the family or a neighbor. It was 
suggested that a conversation with the in- 
take staff member of the Clinic would be 
helpful to her or that her family physi- 
cian could tell her what course of action 
she should take. Referral to private, pro- 
fessional persons was suggested in some 
cases. 

The mother was supported in seeking 
appropriate help for these problems. In 
cases where it was felt that she needed 
support because of her own dependency 
needs, the suggestion was made that she 
call the therapist who had worked with 
her before—providing he was still avail- 
able—and discuss the problem with him. 
At times it was necessary to exercise skill 
to avoid counseling over the telephone. 

All questions about the Clinic that were 
felt appropriate were answered, especially 
those concerning the follow-up interview. 
This was described as a continuing inter- 
est in the child’s future. In all cases of 
criticism the mother’s need to feel the 
way she did about the Clinic was recog- 
nized and the criticism accepted. 


LIMITATIONS OF TELEPHONE 
INTERVIEWING 


1. Subjectivity 

The subjectivity of this kind of in- 
terview is, of course, its greatest 
drawback as a scientifically valid in- 
strument. Case records are equally 
subjective. However most of the pro- 
cedures of an agency dealing with 
services to individuals do not lend 
themselves to carefully controlled sci- 
entific research methods. Gross per- 
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centages and tabulations of subjective 
judgments are all such a survey hopes 
to obtain. More systematic collection 
and recording of data would assist in 
this research, 
2. Validity of informant’s opinion 
The person interviewed should be one 
who has the opportunity for close 
observation of the former patient's 
problem. In the case of the clinic 
patients, it seemed obvious that the 
mother’s estimate of the child’s ad- 
justment was acceptable as data. It 
was felt that the mother’s opinion 
of the child’s adjustment would be 
an informed evaluation of the resolu- 
_ tion of his problems since she was also 
treated at the Clinic. The mother’s word 
was accepted, for the most part. Some- 
times, however, it was necessary to make 
a judgment based on clinical knowl- 
edge of such a Sabena substantiated 
_ by data from the interview and from 
the history of the case. Subjectivity 
and psychological bias can and do 
operate in this area. 


3. Check of validity 


A check of the validity of the tele- 
phone interview could be made by 
conducting face to face interviews 
with a sample of the population 
under study. As short an interval of 
time as possible should take place 
between one interview and the other. 
In fact the telephone interview might 
easily be eile with a request for a 
face to face interview and an appoint- 
ment arranged at that time. A high 
level of correlation between the two 
techniques should not be expected. 
A validity check is being planned for 
the follow-up study of the Louisville 
Child Gaine Clinic. Its results 
will be prepared for publication when 
available. 
4. Check of reliability 

A way of judging the agen of 
such data and techniques would be 
to have several interviewers working 
on interviews at the same time, using 
the same method. Obviously, they 


220 


could not reinterview the same people 
but they could review each other's 
results on the questionnaire sheets 
and make independent judgments 
that could be re-evaluated when they 
disagreed. Unfortunately such test- 
ing of reliability was not done in the 
investigation at the Louisville Clinic. 
However a consultant checked every 
third interview report and verified 
the judgment made by the inter- 
viewer. 


THE TELEPHONE IS A USEFUL TOOL IN 
CONDUCTING FOLLOW-UP INTERVIEWS 
An agency may be convinced that an as- 
sessment of adjustment after contact 
might afford an all-over view of the role 
of that agency in such adjustments. This 
type of survey makes it possible to ex- 
tract information that opens up many 
areas where more intensive investigation 
could be made. Such an agency may want 
to assess its work for the purpose of im- 
proving its services and meeting the needs 
of its clients in a dynamic way. The tele- 
phone interview, if conducted carefully 
and wisely, can afford a practical means 
of accomplishing these ends. 


REFERENCES 

1, Bennett, Catherine T., “Follow-up of Children 
Seen at the Louisville Child Guidance Clinic,” Un- 
published Master's thesis in psychology, University 
of Louisville, 1957. 


2. Cunningham, James M., Joseph Fishoff and 
Hester H. Westerman, “A Follow-up Study of Pa- 
tients Seen in a Psychiatric Clinic for Children,” 
American Journal of Orthopsychiatry, 26(July, 1956), 
602-12. 


3. Levitt, Eugene E., “On Locating Closed Clinic 
Cases for Follow-up Studies,” Mental Hygiene, 42 
(January, 1958), 89-93. 


4, Witmer, Helen L., “A Comparison of Treatment 
Results in Various Types of Child Guidance Clinics,’ 
American Journal of Orthopsychiatry, 5(October, 
1935), 351-60. 


MARTHA EDENS, B.J. 

BERT KRUGER SMITH, M.A. 
M. L. RAMSEY, M.A. 

C. C. COLLINS, B.A. 


What mental health associations 


What are some of the unmet needs felt 
by families of the mentally ill? How can 
the mental health association help fill 
these needs? 

Some answers to these questions were 
revealed in a recent study conducted by 
the Texas Association for Mental Health, 
The Hogg Foundation for Mental Health, 
and the Board for Texas State Hospitals 
and Special Schools. Replies on the me- 
ticulously prepared questionnaire designed 
for the study brought the desired and 
important information, but we felt the 
Tevelations in the unsolicited comments 
Were just as important, if mot more so. 

The primary purpose of the study was 
to determine which of two methods was 
Most effective in distributing Mental Ill- 
ness: A Guide for the Family, by Edith 
M. Stern, through the state mental hos- 


can do for families 


of the mentally ill 


pitals, how closely that particular booklet 
came to meeting the needs of Texans who 
would be reading it, and its effectiveness 
in increasing their knowledge and under- 
standing of mental illness. 

The response of families to the booklet 
and their eagerness for information about 
an illness they don’t understand and the 
hospital which offers treatment has im- 
plications for mental health associations, 
whose primary interest is in the improved 
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care and treatment of the mentally ill 
and handicapped. 

Distribution of Mental Illness: A Guide 
for the Family is a project undertaken 
by several state and local mental health 
associations. In most cases the booklet is 
made available through the state hospitals 
by asking the hospitals to give all families 
admitting patients a copy of a letter writ- 
ten and signed by the MHA. A postcard, 
which the family may mail directly to the 
MHA to request a copy of the booklet, is 
attached to the letter. This method leaves 
the initiative for requesting the booklet 
with the family. 

When it was preparing to embark on 
this project, the Texas Association for 
Mental Health wondered if this method 
should be copied or if the state associa- 
tion should make an effort to see that 
every family was given a booklet at the 
hospital. TAMH also hoped to discover 
whether the 92-page unillustrated book- 
let was suitable for the large number of 
persons with little formal education to 
whom it would be given. The Hogg 
Foundation for Mental Health was in- 
terested in research on individuals being 
reached by mental health materials and 
the responses the materials evoked. Com- 
ee these interests in one study seemed 
natural, and the Board for Texas State 
Hospitals and Special Schools, always in- 
terested in volunteer efforts which bene- 
fit the mental patient, wholeheartedly 
agreed to co-operate and assist in the 
planning. 


HOW THE STUDY WAS CONDUCTED 


Two hospitals of comparable size and 
number of admissions per month were 
selected for the study. Latin-American 
patients were eliminated from the study 
because of the language problem. The 
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study also did not include persons hospi- 
talized on criminal court commissions, 

Two distribution procedures were al- 
ternated in the hospitals. For the first 
four months a member of the social serv- 
ice department of one hospital handed 
the booklet to the relative accompanying 
first-admission patients (Method A) while in 
the second hospital the social worker gave a 
form letter and postcard which could be used 
to request the booklet (Method B). The pro- 
cedure was reversed for the second four- 
month period. In both cases, when families 
were unable to accompany the patient the 
hospital social service department mailed 
the letter or booklet to the guardian along 
with other materials from the hospital. 

A month after obtaining the booklet or 
letter the relative received a questionnaire, 
designed by the Hogg Foundation staff, 
which was to be filled out and returned 
to the hospital. Space was left on the 
questionnaire for comments. No signa- 
ture was requested. 

Near the end of the study, a control 
group of 100 was chosen from the city 
directories of Fort Worth and Houston, 
two cities served by each of the two hos- 
pitals. Only those people listed as heads 
of families were included. The question- 
naire sent with the booklet to this control 
group was the same as the one mailed to 
the patients’ families, with these excep- 
tions: the explanatory paragraph at the 
head of the questionnaire was changed in 
order to be meaningful to this new group 
of people, and one question was added, 
asking whether the individual now had, 


‘or had ever had, a relative in a mental 


hospital. If the answer to this query was 
positive the questionnaire was to be dis- 
carded. This decision was made in order 
to keep the control group as far removed 
as possible from any personal knowledge 
of mental illness. 


What mental health associations can do 
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TABLE 1 


_ Responses to booklet as indicated by returned questionnaires 


The number of people taking the initia- 
tive to send for the booklet after being 
given the letter was considerably higher 
in the Wichita Falls Hospital in West 
Texas than the Rusk Hospital in East 
Texas, a more rural area. Approximately 
three out of four persons in the Wichita 
Falls area sent in the postcard as compared 
With almost one out of two in Rusk. 
During the eight-month period of the 
Project, 882 persons were either given or 
Mailed the booklet. Of this total, nearly 
one-third (or 262) returned the question- 
naire, Using the return of the question- 
naire as an indication of response, we 
found that those who requested the book- 
let responded in about the same number 
48 those who had been given the booklet. 
It seemed fair to conclude therefore that 
4 group confronted by mental illness re- 
sponds in fair number to a booklet which 
‘meaningful to them, regardless of the 
distribution method. (See Table 1.) 
Response from the control group, un- 
Motivated by any known interest or con- 
nection with mental illness, revealed a 


Percentage 
Number of Number of Booklets Returning Follow-up 
Letters Handed Handed Out or Questionnaire 
Out to Relatives Requested by Mail Sent I Month Later 
Given Booklet (Method A) 
Rusk (Jan—April) 173 32.0 
Wichita Falls (May-Aug.) 366 26.2 
TOTAL 539 29.1 
Given Letter (Method B) 
Rusk (May-Aug.) 250 121 30.5 
Wichita Falls (Jan—April) 308 222 82.8 
TOTAL 558 343 31.6 
RESULTS startling fact: Of the 100 persons in two 


cities who received copies of the booklet 
and the questionnaire, only four returned 
the questionnaire. Each one of these per- 
sons read all of the booklet and each of 
them stated that he thought that the 
pamphlet should be very helpful for 
families of the mentally ill. The small 
percentage of this group in comparison 
to the families of hospitalized patients 
who responded affirmed a growing theory 
that a homogeneous, highly motivated 
group will respond to a mental health 
education effort in which they have a 
deep interest, while similar educational 
efforts are utilized much less by people 
who have no apparent involvement in 
this particular topic. 

No great significant statistical differ- 
ence was found between Method A and 
Method B in the amount of the booklet 
read by those who received it at the hos- 
pital and those who had to send for it. 
Of those persons returning the question- 
naires, 60 per cent of those who were 
handed the booklet and 75.5 per cent of 
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TABLE 2 


i 
Differences in amount of booklet read under Method A and Method B 
Relative Handed Relative Handed 
Booklet (Method A) Letter (Method B) 
Amount Read (N—I45 cases) (N—95 cases) Differencest — 
None 19.0% 12.0% 7.0% 
One Chapter 21.0% 9.5% 11,59 
2-5 Chapters 25.5% 35.0% —9.5% 
6-10 Chapters 4.0% 6.0% —2.0% 
Entire Booklet 30.5% 87.5% —7.5% 


1None of these differences is statistically significant from zero. ! 


those who were handed the letter read 
two or more chapters of the book. (See 
Table 2). 

In addition to reiterating that the dis- 
tribution method did not influence the 
responses from individuals, we felt this in- 
formation helped to confirm the booklet’s 
readability among the less educated. The 
grammar, spelling and handwriting on many 
of the returned questionnaires seemed to 
us to indicate that several of the booklet’s 
recipients were poorly educated persons, 
most likely beneath the sixth grade read- 
ing level of the booklet. Yet all of us who 
read through the replies and comments 
felt that they reflected an understanding 
of the book’s message. One might observe 
that highly involved people are willing to 
dig a little harder and can therefore bene- 
fit from materials which might seemingly 
be above their heads. 

In our opinion the value of the booklet 
to the family was again confirmed by the 
number passing their copies on to others. 
Although 16 per cent of the question- 
naires had no answers on who had read 
the booklet, other replies showed that 42 
per cent of those persons returning ques- 
tionnaires had given the booklet to rela- 
tives to read; 14 per cent had given it to 
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friends, and 28 per cent had given it to 
no one. 

Asked to indicate which chapters in the 
guide they felt most helpful, about one 
in eight persons complied. Three chapters 
received heavy preference: “The Hospital 
World,” “Letters and Visits” and “When 
the Patient Comes Home.” The other five 
marked were the first three chapters pel 
taining to mental illness and the need for 
hospitalization and two others giving in- 
formation about treatment and family- 
hospital relationships. An insignificant 
number replied to the question about 
chapters which were not helpful. 4 

Although 50 per cent of the question 
naires brought answers to the question “In 
your opinion, was the booklet easy tO 
read?” it is debatable how valuable the 
answers might be. All replied “yes,” and 
one is inclined to wonder if a peron 
would be reluctant to answer otherwise: 

Two interesting sidelights were the rev 
elations that more fathers than mothers 
returned questionnaires and made ur 
solicited comments (and likewise more 
husbands than wives) and that propot 
tionately more Negroes than- Anglo- 
Americans returned questionnaires, 
though they offered fewer spontaneous 
comments. 


What mental health associations can do 


FAMILIES’ NEEDS EXPRESSED 


Asked what else they thought ought to be 
made available to relatives of patients in 
the way of services, explanation or assist- 
ance, more than half of the persons re- 
plying made comments. The most poign- 
ant one, perhaps, was made by one relative 
who scrawled his answer to the question 
in an almost illegible hand across the 
questionnaire: “kindness.” 

The questions and needs expressed fell 
into four major areas: the family’s rela- 
tionship with the hospital, the family’s 
relationship with the patient and other 
members of the family, the need for more 
information about hospital rules and regu- 
lations and the need for more information 
about the illness befalling the family 
member who has been hospitalized. Al- 
though some of the services desired are 
obviously the prime responsibility of the 
hospital and will doubtless begin to be 
provided by them as staff and time allow, 
those of us who had participated in this 
study recognized that these services were 
an improbability at this point. Yet, being 
both impressed and perturbed by the 
Many troubled comments, we were anxious 
to see these needs met in some way. 

This led to our recognition of the role 
of the voluntary health organization in 
America today, and to the mental health 
association in particular. With the im- 
Proved care and treatment of the men- 
tally ill and handicapped as one of its 
Major objectives, the MHA is a most logi- 
cal group to become inyolved. Our ex- 
Perience with the purpose and program 
of the mental health association led us to 
believe that many of the needs could be 
Cared for by imaginative mental health 
associations. Even the lack of some serv- 
Ices because of hospital staff shortages has 
its implication for the MHA, which can 
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contribute to the alleviation of this prob- 
lem by participation in the Mental Health 
Careers program. Therefore we feel that 
this study has significance for MHA pro- 
gramming. 


FAMILY RELATIONSHIPS WITH 
HOSPITAL 


The greatest number of family comments 
concerned the wish for more communica- 
tion with the hospital and ranged from 
suggestions for printed monthly forms re- 
porting on the progress of the patient to 
the desire to talk personally with the pa- 
tient’s doctor each month. One of every 
four comments expressed a desire for some 
information about the patient’s diagnosis 
and treatment. As one correspondent 
said, “If we go to a doctor or hospital we 
want to know what is the trouble as well 
as receive the treatment,” Families re- 
peatedly asked for “an informational 
correspondence service;” “a copy of the 
doctor’s diagnosis so that I could more 
thoroughly understand just what has 
taken place;” “information on the condi- 
tion of the patient at regular intervals.” 
One noted wistfully, “I know it would be 
expensive and time-consuming but I feel 
sure all relatives would appreciate peri- 
odic progress reports on patients.” 

What an MHA could do: Recruit vol- 
unteers to serve as administrative aides 
for hospital staff in order to provide in- 
formational correspondence service. 


FAMILY RELATIONSHPS WITH PATIENT 
AND OTHER MEMBERS OF 
THE FAMILY 


Families expressed concern that nonaggres- 
sive patients often had to be taken to the 
hospital by the sheriff. They had ques- 
tions about how to converse with the pa- 
tient; how he could be prepared for his 
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first visit from them and how the family 
should respond; how the patient would 
feel when he realized where he was; why 
the patient turned against his loved ones 
and whether he would ever understand 
and accept them again; how they could 
prepare for the patient’s return; how a 
setback could be prevented. 

Several families requested information 
on activities in which patients and family 
members could participate together— 
family discussion groups and social cen- 
ters for the returned patient. 

One queried: “How do we tell children 
in the family? As I left your hospital 
on that sad day I felt so lost, so alone, 
so brokenhearted. Yes, life seemed so 
futile without my mother. After having 
read A Guide for the Family, along with 
living close to God, I have renewed 
strength and find that life is getting better. 
This great adjustment is not an easy thing. 
From time to time I reread chapters in 
your book and always find comfort in 
so doing. This fine book reminds me of 
a little poem; in fact, it often gives me 
the answer: 


There’s always someone needing aid; 
Some trembling heart alone, afraid; 
Some load that could be lighter made.” 


What an MHA could do: Provide 
transportation service to the hospital for 
patients whose families cannot take them. 
Sponsor a transportation service or bus 
on a periodic schedule so that families 
could visit the hospital. If there are few 
or no family members in the MHA area, 
set up a transportation fund which could 
be used by families otherwise unable to 
afford a trip to the hospital. 

Sponsor a monthly (or periodic) Family 
Day and recruit volunteers to provide 
several activities and programs in which 
families and patients could participate 
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together. Provide volunteers 
letters for patients. 

Utilize the services of hospital staff 
people, or professional persons in the com- 
munity who are trained by the hospital 
staff, in sponsoring or making possible dis- 
cussion groups for families with patients 
in the hospital and/or families whose pa- 
tients are about to return home. Prepare 
community employers for the returning pa- 
tient and provide patients with informa- 
tion about available jobs and assistance in 
seeking employment. Sponsor or assure so- 
cial activities for the ex-patient, if war- 
ranted in the community. 


to write 


NEED FOR INFORMATION ABOUT 
HOSPITAL 
Irritations resulting from a lack of com- 
munication about small details concerning 
hospital visits and protocol were mentioned 
by several families. Such irritations in- 
cluded misunderstandings ‘about visiting 
hours, appropriate gifts, and miscellaneous 
other “do’s and don’t’s.” Questions about | 
letter writing were raised. 
What an MHA could do: Some mental 
health associations have already offered to 
produce—for their respective hospitals—a 
small booklet including pertinent things 
families should know about the institution 
and its rules. Hospital budgets rarely cover 
items like this, important as all may realize 
they could be, and an MHA could surely 
be of service here. 


NEED FOR INFORMATION ABOUT 
ILLNESS 

Brief information on mental illnesses in 
Mental Illness: A Guide for the Family did 
not seem to satisfy some families. They 
had these unanswered questions: “Is it in- 
herited? Can we ever know the cause? How 
long will treatment be? What is electric 


shock really like? What could I have done 


What mental health associations can do 


differently that would have prevented this? 
Alcoholics aren’t mentally ill, are they?” 

The social workers who talked with some 
families found it necessary to relieve their 
feelings of guilt. 

What an.MHA can do: Recognizing that 
it is only second best to a good long talk 
with the doctor (which is often impossible), 
MHA’s could see that acceptable printed 
materials on mental illness are available to 
the families. Supply a reading rack in the 
family waiting room with material to be 
read there. Stock a supply of appropriate 
materials for sale at the visitor’s desk. (One 
chapter provided the initial supply of pam- 
phlets; the hospital volunteers were respon- 
sible for the sale rack at the visitor's desk 
and repurchased materials with the pro- 
ceeds from the sale of the original supply.) 
Insert lists of materials on mental illness 
in copies of A Guide for the Family. Pro- 
vide sample copies of all available pam- 
phlets to the hospital staff since they may 
be unaware of their existence. 


ROLE OF PRINTED MATERIALS IN 
REASSURING FAMILIES 

In the absence of manpower for the ideal 
kind of communication, printed materials 
have a real role in providing information 


and reassurance to the families of the men- 


tally ill. This was reflected in the ques- 
tionnaires. Many wrote: “I wish we could 
have had this booklet earlier.” “The book 
helps greatly to console and guide the 
family of mentally ill relatives.” “I couldn't 
have made it without the advice and help 
and understanding of this book.” 

Mental health associations would do well, 


according to this information, to make - 


Every effort to advise ministers, doctors, psy- 
chiatrists and family service agencies of the 
existence of booklets like Mental Illness: 
A Guide for the Family and When a Par- 
ent is Mentally Ill: What to Tell Your 
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Child. Some MHA’s have placed copies 
with these persons, and with the county 
judge or whatever legal authority is respon- 
sible for court commitment of the mental 
patient. 

Texas hospital superintendents—all hos- 
pitals except one now make it available to 
families of their patients—have been en- 
thusiastic about Mental Illness: A Guide 
for the Family. They report: “The rela- 
tives seem eager for information and appear 
to appreciate having the opportunity to 
receive printed information . . .” “Many 
of our families have commented to the 
caseworkers about the value of [the book] 
and how it has cleared up many of their 
questions.” “We noticed that they [recipi- 
ents of the booklet] had a far clearer un- 
derstanding of our patients, of the illness 
of their relatives and of what their duties 
would be in the future. . . . On the whole 
we think a better understanding was de- 
veloped between relatives and our entire 
staff here.” 


SUMMARY 


An eight-month study of the effectiveness 
of two means of distributing Mental Illness: 
A Guide for the Family by Edith M. Stern 
through two Texas state mental hospitals 
brought this information: During the 
study, 589 booklets were given directly to 
the relatives of the patients and 348 out of 
558 (61.6 per cent) sent in postcards to the 
state MHA requesting the booklet in re- 
sponse to a letter given to them at the time 
of their relative’s hospitalization. Of the 
882 who received the booklet by both 
methods, nearly one-third (262) returned 
a questionnaire sent one month after a 
member of their family had been hospital- 
ized. In contrast, completed questionnaires 
came from only 4 per cent of the 100 
people, with no known mentally ill rela- 
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tives, who had received the booklet and 
questionnaire. This seemed to indicate the 
interest in and response to a mental health 
publication is far greater when it is perti- 
nent to an individual’s current needs, 

No significant statistical difference was 
found in the effectiveness of the booklet 
as a result of the method of distribution. 

The value of a booklet such as this was 
confirmed by the number of copies passed 
on for others to read. Specific information 
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needed by the families was demonstrated 
by the chapters of the booklet which were 
marked as “most helpful.” j 

The outstanding significance of the study 
can be a help to mental health associations 
in understanding their role in spreading 
understanding of mental illness, lightening 
the load for the families of the mentally ill, 
and supporting the hospital’s task of care 
and treatment through an imaginative 
MBA program. 
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An echo in education 


As a senior faculty member in the nation’s 
public school system, I see teaching as one 
of the most complicated of all profes- 
sions. Curriculum revision, innovations of 
method, shifts in philosophy, administra- 
tve pressures and the public inquisition 
are all a part of the job. They are experi- 
ences common to years of work in educa- 
tion. Some are pitfalls and anxieties of 
those who teach. Others are joys of a 
career, 

Growing out of these years of change 
comes a knowledge about the nature of the 
human organism. On the basis of this 
knowledge a person must create a philoso- 
Phy of facing life’s situations with attitudes 
and beliefs that will modify and control 
his behavior. An educator, on both public 
school and university levels, has to achieve 
a resilient, productive and socially sensitive 
Personality or he will be tempted to toss 
in the sponge, reject himself as a scholar 
and the world of learning which was once 
SO delightful to him. 


Yet ironically enough nearly every Ameri- 
can man or woman who emerges from our 
institutions of higher learning and plans 
to make education his life’s work dreams 
of becoming a top-flight teacher. He aspires 
to make this country a better place for 
citizens of the world. He feels that his in- 
fluence is strong. He is confident of his 
ability and he knows he will be successful. 
He is sure that teaching is essentially a 
job of helping students grow into happy, 
self-directed people who manage their own 
affairs effectively, get along with their 
families and neighbors and develop useful 
skills, industrious habits and clear under- 


standings. 


Mrs. Parent, a teacher in the Grosse Point, Mich., 
public schools for 12 years, is doing doctoral study 
at Wayne State University in Detroit in evaluation 
of educational supervision and administration. 
George Barahal, Ph.D., Professor of Education 
and Clinical Psychology at Wayne State University, 
was the educational consultant for this article. 
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Why have so many with these ambitions 
left the field of education? How have 
doubt, mistrust and oppression destroyed 
the vision of our dream? 


A BOMBED VISION OF HOPE 


Destruction may not have happened over- 
night but there are experiences of occupa- 
tional hazards in social gatherings, from 
which no teacher can escape. 

I was once a dinner guest at the home of 
a friend. It was a lovely dinner party. The 
cocktails slipped down gently; the soup was 
served and the relishes appeared. Then it 
came. A medical doctor on my left had 
been talking about the speech he made in 
Chicago last week. He cleared his throat 
impressively and said, “You don’t mind my 
asking you a question about my little girl’s 
long division, do you?” Before I could 
refuse, he continued, “I know this isn’t the 
place but she’s having a lot of trouble with 
that fat woman and everyone says you're 
such a good teacher and so obliging.” 

Later on during the same dinner the 
attractive young woman on my right dodged 
the hors d'oeuvres and asked hopefully, 
“What do you think about so-called 
‘underage’ children starting kindergarten? 
My little boy won't be five until February. 
He seems quite advanced for his age. Will 
he have difficulty with reading in the first 
«grade? My, I hope he has a good teacher.” 
Perhaps I was supposed to know the poten- 
tial ability of the little kid by looking into 
the mother’s soft brown eyes but I didn’t, 
so I listened. 

There is no safe place for a teacher. 
Symptoms of educational diseases can be 
trotted out anywhere at any time. It might 
be difficult in a social gathering or in a 
public place to display a sore tonsil or an 
infested appendix for free medical service 
but difficulties with noon playground super- 
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vision, interpretation of report cards, the © 


role of the visiting teacher and arguments 
of how teachers should spend their planning 
periods surpass all barriers. 

A short while ago I was returning from 
New York. In the club car people were 
elaborating on their solutions for better 


prize fights and football games. Suddenly 


a woman near the window perked up and 
shot me a glance that meant trouble. 


“Tell me! Is it true?” she asked, “that ` 


teachers can’t read and write English in 
college classes? There is an article in a 
current magazine by a college professor 
who says he’s found them almost illiterate.” 

“The professor must have had some evi- 
dence for what he printed,” I concluded 
and turned my attention to the bar. 

These tales are not exaggerated. Yet I 
have not been strictly honest. Teachers love 
being complimented. We like to be asked 
information. We know any advice is seldom 
followed but we have a glow of pleasure 
when it's requested. 

Educators are not the only professional 
people who suffer from the same onslaught 


by the general public or share its gratifi- 


cations. There are many human beings who | 


cannot resist tapping every professional ex- 
pert for information, but these are friendly 
social annoyances. There are others, those 
that infringe upon one’s home, his personal 
life and the dignity of his training. A series 


of mistrustful challenges such as those de- 


scribed below may have eroding effects on 
even the most accomplished teacher: 

It was Saturday morning about eleven: 
thirty; I was scrubbing the kitchen floor. 
The telephone rang impatiently. With 
rubber gloves and an abundance of scrub- 
bing suds I unsuspectingly lifted the re- 
ceiver and said, “Good morning, this is the 
Parents’ residence.” vi 

An irritated, highly authoritative voice 


announced, “I am Mr. X and I called you 
to find out why you gave my son, Ned, a 
‘B’ instead of an ‘A’ in reading. He is a 
straight ‘A’ student and I want him to con- 
tinue this record throughout his education.” 
(Ned was then in the second grade.) “His 
mother and I are very unhappy because of 
this unjust mark. He has done nothing but 
cry since he has received his report card. 
Mrs. X and I should like to have you change 
this mark on Monday morning.” 

Professionally speaking I was caught com- 
pletely off guard and responded defensively, 
“I did not give Ned any mark. The marks 
which I have recorded on his report card 
are measures of his growth and achievement 
in certain areas. If I have made a mistake 
in recording the measure I shall be glad 
to correct the error. Right now, as you 
know, I am at home. I have no classbooks 
nor any materials with which to qualify 
any marks. I think that it is your job as a 
parent to help Ned recognize his limitations. 
If you yourself could accept something less 
than perfection from him, both you and 
he might be happier.” 

My blunt, unasked-for analysis had any- 
thing but a soothing effect on Mr, X who 
ended the conversation with, “I shall expect 
an accurate, detailed account of why my 
boy got that ‘B.’ If the mark is not changed 
I shall take the matter up with your princi- 
Pal. Good-by.” BANG! 

“Ulcer gulch!” I muttered as I resumed 
my Saturday's scrubbing. “I don’t get paid 
for that, nor a few other things that come 
With teaching. I thought of a Pete I had 
taught once upon a time. 

Pete was in the second grade. He was 
Mentally slow but in the regular grade. He 
as yet could not write and read very little. 

€ was a pompous youngster and told elabo- 
Tate stories about his experiences but was 
wellliked by the children in the room. I 
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thought he was apparently pretty well-ad- 


justed socially until one morning when he 


was returning from class, he went to the 
table of another child, Jerry, who was study- 
ing, and expectorated in his face. 

Jerry, who was a superior student and 
perhaps one of Pete's closest playground 
friends, cried out. The froth and slime and 
nasal mucus dripped from his surprised 
countenance. Quite frankly I shared his 
hurt feeling. One can understand that 
Pete must have had some hateful feelings 
of inferiority, that he wasn’t happy with 
himself and that he needed help, but 
another child must not be made the victim 
of such attacks, 

Jerry washed his face. When I talked 
with Pete he seemed to be sorry but said 
he did not know why he had done it except 
that he had a mouthful of “spit.” When I 
mentioned this in a conference with the 
parents, they were angry at what they called 
my apparent lack of disciplinary control. 
The father explained, “I have my own 
machine shop and I am far too busy with 
that to get involved with a trifling matter 
like this when it’s your problem not mine, 
You should have given Pete a good thrash- 
ing for a trick like that. That would have 
straightened him out. He needs one every 
day or so anyway. There is your answer. 
He'd never get away with that with me.” 

Mama reinforced papa’s analysis. That’s 
exactly right. Whenever he spits or _ 
even puckers up as though he’s going to, 
I get the strap I always have hanging in the 
bathroom and strap him on his bare bottom 


~ until he can't forget it. That is what you 


should do instead of bothering us. You 
ought to get fired for not doing your job.” 

As I reminisced over my Saturday's scrub- 
bing I set my teeth, “An educational sociol- 
ogist would have suggested that during this 
unpleasant conference I should have busied 
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myself making an accurate written record 
of all the parents had said. It might have 
had a cooling effect on them, but how thick 
should my skin be?” 

In that self-pitying moment my memory 
turned to the after school schedule of the 
following week. Monday night there was 
a P.T.A. from 7:30 p:M, until ten or eleven 
o'clock, depending on the long-windedness 
of the organization’s president, his second 
lieutenants and the evening’s speaker. 

Tuesday night we would have our weekly 
faculty meeting, a professional gathering of 
the building staff, where announcements are 
made, free, open discussion surely not en- 
couraged and little ever accomplished. The 
meetings were a “must” on our calendar. 

Wednesday: A philosophy workshop that 
lasted until 5:30 p.m. at the board office. 

Thursday night: A Wayne University 
class in educational statistics. 

On Friday, after 3:30 r.m., would I have 
time to intelligently organize my lesson 
plans for creative teaching, carefully study 
the silent reading work of my 32 children 
and prepare materials for those who needed 
additional help, manuscript an experience 
chart for the science class and see Mr. Price, 
a parent who had asked for a conference at 
five o'clock Friday afternoon? 

“Time!” I laughed. Carl Sandburg has 
said, “Time is a sandpile we run our fingers 
in. It is high enough to last a lifetime, 
through, and big enough to build many 
castles. If we spend too much of it fretting 
over day-by-day tactics we probably won't 
get half as much done or half as much fun 
out of doing it as we will if we concentrate 
on the grand strategy of disposing our share 
of eternity.” 1 


1See Dimnet, Ernest, The Arts of Living (New 
York: Simon and Schuster, 1954), in chapter on 
“The Art of Balancing Time” by Charles Poore, 
p- 116. 
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THINGS GOOD TO REMEMBER 


Time can be used more than once, particu- 
larly through memory. The suds from my 
Saturday's scrubbing ceased to foam so 
wildly. I relaxed, stripped off my rubber 
gloves and forgot the frustrating anxieties 
of these isolated incidents, only to remember 
the rewarding relationships I have had with 
children in the public schools. 

One autumn day after World War II, I 
came to the desk of a child who was one of 
many displaced persons. He was working 
on a picture painted in colors of gold and 
silver. My eyes were compelled to follow 
the dainty filigree of fascinating images. As 
I watched, his fingers fashioned the wild- 
life of his native woods combined with the 
brilliant colors of our Midwestern autumn 
trees. When the picture was finished he 
brought it to me for the bulletin board. I 
asked him if he wanted to take it home 
after it had been exhibited. He shook his 
thin countenance sadly and answered, “No, 
I have no mother.” 

Then there’s the boy who explained 
hibernation in this manner: “Hibernation 
means a long comfortable sleep. A cater- 
pillar spins his cocoon and sleeps. His 
cocoon is his nice warm bed made with 
nature’s electric blanket.” 

There’s a joy in discovery of the great 
variety of patterns in which children are 
created. They differ more than in shapes, 
size and color. It is fun to hear, see and 
feel the individuality of their growth. A 
child is part of the order of nature as much 
as the stars, the streams, the flowers. He 
obeys laws of growth that are as irresistible 
as those that govern the planets in their 
courses. We cannot teach him to grow. We 
cannot say that on this day or this month 
or this year he will learn to write certain 
numbers, to borrow in subtraction, to Te- 
peat a multiplication table. An absolute 
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approach will lead us into error. We must 
think in terms of relative forms. There is 
a theme or tempo of growth which deter- 
mines the way a child will meet the prob- 
lems of growth. Before a child makes the 
organizations which give meanings to sym- 
bols, he must make the journey. It is when 
the journey is zestful that children make 
their ordered, logical arrangements. Then 
it is that they find delight in manipulating 
symbols and get satisfaction in those unities 
of quantity and space that are a part of 
abstractions. They begin to feel the power 
and strength of accuracy and design. 


HOW DO WE UNDERSTAND? 


In order to have an insight into the child’s 
problems and the issues with which he is 
coping, the teacher must strive to face the 
same issues within his own life. These 
issues are largely emotional in nature. To 
understand oneself and others has a deep 
emotional significance. It calls for more 
than intellectual cleverness and academic 
competence. 

To appreciate another’s feelings one must 
seek to recognize and understand one’s own. 
To be able to sympathize with the child 
who is hostile (and all children are, more 
or less) the teacher must face his own hostile 
tendencies and try to accept the implication 
of his anger as it occurs, say, in his annoy- 
ance with his pupils, his impatience with 
himself, his feuds with other teachers, his 
Complaints against parents or school au- 
thorities or others on whom he fixes his ire. 

He must be prepared to examine and seek 
to realize the significance of his feelings of 
being abused and his devices for avoiding 
responsibility for himself by blaming others. 
The more a person can face some of the 
ramifications of his own anger and make 
some allowance for his tendency to become 
angry, the more sensitive he can be to the 
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hurts, frustrations and anxieties involved 
in another person’s anger. 

Similarly, to realize the turmoil another 
is undergoing, a person must try to examine 
his own defenses. To do so may be more 
painful and threatening at the moment 
than to keep pretending these defenses don’t 
exist, but unless he can seek to fathom his 
fears as they appear in his phobias, squeam- 
ishness, fear of misfortune, timidity, un- 
certainties, fear of making mistakes and 
fear of what others may think of him, his 
ability to perceive that others are frightened 
will be quite limited. 

Unless a person is prepared to take at 
least a little note of his own anxieties, he is 
likely to be uncomprehending when chil- 
dren helplessly express theirs. He may 
even be harsh when children’s anxieties 
break through in such signs as inability to 
learn, unwillingness to try for fear of mak- 
ing mistakes, impertinence, inattentiveness, 
restlessness, irritability, unreasonableness 
and countless other symptoms which indi- 
cate that a child is uneasy and at odds with 
himself. 

A person’s wisdom as he looks outward 
upon others can only be as deep as the 
wisdom he possesses as he looks inward 
upon himself. The farther a teacher goes 
in understanding himself and others the 
more deeply he can realize the common 
humanity he shares with others, even with 
those whom he dislikes. The more genu- 
inely he is involved in his own struggle 
to understand and to face the problems 
of life the more he can realize this kinship 
with others, whether they be younger or 
older or like him on unlike him in edu- 
cation, wealth, race, religion, social status 
or professional rank. 

How does one achieve understanding of 
self? This is a crucial question in the 
preparation of teachers. It cannot be ans- 
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wered by the usual courses of study, methods 
and lesson plans in our teacher-education 
programs. These may be valuable for other 
purposes but knowledge of self requires a 
different kind of personal involvement than 
the usual academic course encourages or 
demands. One broad principle is this: To 
gain in knowledge of self, one must have 
the courage to seek it and the humility to 
accept what one may find. If we have such 
courage and humility we might be on the 
road to finding better answers for these 
questions! 


How far is it to the nearest star? 
A million miles or so? 

How far is it to the yellow moon? 
Oh there I'd love to go! 

How far is it to the big round sun 
That sets your eyes aglow? 

How far is it to the big blue sky? 
Those answers I’d love to know. 

How far does the strong wind go, 
When I hear it whirl and roar? 

How far is it to those puffy clouds 
And how far to Heaven’s door? 


—Judith Allison, age ten. 


EVA DEYKIN, M.S.W. 


The reintegration of the chronic schizophrenic 


patient discharged to his family and 


community as perceived by the family 


It has been stated that with every passing 
year of hospitalization the chronic schizo- 
phrenic’s chances for rehabilitation and re- 
adjustment to the outside community be- 
come lessened. It is also felt that not only 
is the patient’s capacity for readjustment 
lessened after a long period of hospitali- 
zation but also the family’s availability to 
and interest in the patient tends to diminish 
In time, making the possibility of rehabili- 
tating the patient even more difficult.? 
This paper is part of a study on the 
telative effectiveness of drugs and social 
therapies in two milieux: in a custodial 
Setting and in an acute treatment center. 
Sixty chronic schizophrenic patients who 
had been hospitalized continuously for five 
years or more at either the Metropolitan 
State Hospital or at the Boston State Hos- 
Pital (both are primarily custodial settings) 
Were transferred to the Massachusetts Men- 
tal Health Center, an acute treatment hos- 


pital, for a period of either six months or 
one year Any or all of the social therapies 
given at the Massachusetts Mental Health 


Ee 
Mrs. Deykin is a Psychiatric Social Worker at the 
Massachusetts Mental Health Center, Boston, Mass. 
This investigation was supported by a research 
grant from the National Institute of Mental Health. 
1Morgan, Norman C. and Nelson A. Johnson, 
“Failure in Psychiatry: The Chronic Hospital Pa- 
tient,” American Journal of Psychiatry, 118(March, 
1957), 824-30. À 
2 Webb, K., The Social Service Experience on the 
Pilot Study, an unpublished report. (Sacramento, 
Calif.: Stockton State Hospital, California State De- 
partment of Mental Hygiene.) 

8 The original design of the study stipulated that 
the patients were to have stayed at the Massachu- 
setts Mental Health Center only six months. How- 
ever, in accordance with a subsequent modification 
of the research design, 16 patients who were not 
given drugs during the first six months were started 
on drugs and kept at the Center an additional six 
months. 
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Center were made available to this group 
of 60 patients. These social therapies in- 
cluded psychotherapy, social casework, occu- 
pational therapy and group therapy. The 
type of social therapy any individual patient 
received was left to the discretion and judg- 
ment of the patient's resident doctor. 
Thirty patients in this group of 60 were 
also given drugs. An additional group of 
60 patients, comprising the control group 
for this study, remained at the Metropolitan 
State Hospital and at the Boston State Hos- 
pital. Thirty patients in the control group 
were also given drugs according to the estab- 
lished formula. 

It is noteworthy that in spite of severe 
chronicity, extreme regression and, in some 
cases, lack of close family ties, 14 of the 60 
patients who were transferred to the Massa- 
chusetts Mental Health Center (over 23 


4 Male Patients: Chlorpromazine 100 mg. t.i.d.p.c. 
Reserpine 1.0 mg. t.i.d.p.c. 
Trihexiphenidyl 5.0 mg. t.i.d.p.c. 

Female Patients: Chlorpromazine 50 mg. t.i.d.p.c. 
Reserpine 0.5 mg. t.i.d.p.c. 
Trihexiphenidyl 2.5 mg. t.i.d.p.c. 

5 One patient died shortly after discharge, before 

any follow-up could be done. 

®It was hoped that all follow-up interviews with 

the families or informants could be done at least 

one year after the patient’s discharge. Because of 

a time limitation five families or informants were 

interviewed when the patients had been out only 

three months. 

7 Paper is in process on social casework in relation 

to discharge. 

®Seven patients were put on drugs immediately 

upon admission to the Massachusetts Mental Health 

Center in accordance with the original design of the 

study; two patients were no-drug patients for six 

months and were then put on drugs for another 
six months according to the modification of the 

original design. One patient was to have been a 

no-drug patient but, because of severe assaultiveness, 

was put on drugs shortly after admission. One 
patient was a no-drug patient and remained so 
throughout his hospitalization. 
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per cent) were discharged to the community, 
A follow-up study has been completed on 13 
of these 14 discharged patients.’ 

The purpose of the follow-up study was 
to evaluate: (1) what level of social adjust- 
ment was attained by the patients subse- 
quent to their hospital discharge and (2) 
whether the level of adjustment attained 
justified the hospital discharge. In order 
to gain this information, the families and/or 
informants of the patients were interviewed 
by a social worker some time after the 
patient’s discharge from the Massachusetts 
Mental Health Center. At the time of the 
follow-up interview with the families or 
informants, eight patients had been dis- 
charged a year or more, and five patients 
had been discharged three months.* These 
two groups of patients will be discussed 
separately for it would be unrealistic to 
compare the readjustments attained by a 
patient who had been in the community one 
year or more with that attained by a patient 
who had been out of the hospital only three 
months, 

The sample consisted of 13 patients, nine 
females and four males. All of these pa- 
tients had a diagnosis of chronic schizo- 
phrenia and had been hospitalized at least 
five years continuously at Metropolitan 
State Hospital or at Boston State Hospital 
before being transferred to the Massachu- 
setts Mental Health Center. All these pa- 
tients received either social casework or 
psychotherapy while they were at the Massa- 
chusetts Mental Health Center, and in nine 
cases the families of these patients were seen 
in intensive casework by a social worker." 

The focus of casework was discharge plan- 
ning for the patient. With the exception 
of one patient, all had been taking drugs 
at some point of their hospitalization.® 

At the time of the follow-up eight pa- 
tients were living at home with members of 
their families; three were living at the Half- 
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CHART I 
Adjustment of patients discharged at least one year 
Total Level 
Patient Description of Patient Social Functioning Interpersonal Relationships of Adjustment 
MissA. Excellent in all items, Excellent in all items. Excellent in all items. Excellent. 
Mr. B. Excellent in all items. Excellent in termsof Good in most areas but is Good. 
responsibility for self still somewhat withdrawn. 
and others but mod- 
erate in social life 
and independence. 
No employment. 
Mis O. Good in allitems except Excellent except for Good in most items; still Good. 
for judgment which employment and in- tends to be somewhat 
is sometimes poor. dependent social life. withdrawn. 
Mis D. Good in allitemsexcept Excellent in all items Good in all areas; is fairly Good. 
for judgment. except for social life sociable and involved with 
and employment. family. 
Miss P, Good in appearance, Good in social func- Withdrawn but not hostile, Good. 
fluctuating in mood, tioning; social life a good follower. 
stream of speech and and employment 
mental content. lacking. 
Mis F. Good in appearance; Responsibility for Interaction is only fair; Limited, 
2 fair in psychiatric self is good. Socially tends to be hostile at times 
terms, totally inactive. No for no apparent reason. 
employment. 
Miss G. Good personal appear- Good responsibility Very poor in all items. Limited. ` 
ance, poor and defi- for self, totally de- Patient is hostile, unable 
cient in all psychiatric ficient in all other to get along with anyone. 
items. items. 
Mr. H Unkempt, careless ap- No responsibility Extremely limited inter- Poor. 
pearance. Judgment for self and others. action; difficuli t to involve 
very poor; moderate No social life or him in any activity. 
adjustment in other employment. 
items, 


Way House; ® one was living by herself in 
à rooming house; and one was living at a 
nursing home where she was employed as a 
Nurse’s aide, 

The criteria for the social adjustment of 
the patient are defined in three main areas: 

1) Description of the patient, which in- 
cludes his personal appearance, his stream 
of speech, his mental content, his judgment 
and his mood; 


2) The social functioning of the patient, 
which includes his social life, his capacity 
to assume responsibility for himself and 
others, and his employment, if any; 

8) The patient's relationship to his family 
and community, which includes the degree 
of the patient’s involvement and interaction 


9 Rutland Corner House in Boston, a residence for 
formerly hospitalized female mental patients. 
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CHART II 


Patients discharged three months 


Total Level 
Patient Description of Patient Social Functioning Interpersonal Relationships of Adjustment 
MissK. Good appearance. Responsibility for self Interacts well and eagerly Good. 
Good in psychiatric and others good. So- with family. Is not with- 
items. cial life limited to drawn except in new and 
what family does. strange situations. 
No employment. 
Mr. M. Good in appearance. Complete responsi- Active interaction with fam- Good. 
Good in all psychi- bility for self-care. ily and neighbors. Has made 
atric items. Assumes some re- a few new friends. Tends not 
sponsibility in home. to initiate activities but is a 
Does small chores willing participant in almost 
and errands. Social all planned activities. 
life consists prima- 
rily of family 
activities. No em- 
ployment. 
Miss W. Fairly good in ap- Responsible for self- Somewhat withdrawn with Good. 
pearance. Good in all care. Assumes some unfamiliar people, but inter- 
psychiatric items. responsibility for acts well with family. 
cooking, cleaning, Generally joins in family 
tidying the house. activities. 
No social life of her 
own. No employment. 
Mr. J. Very poor in appear- No responsibility Very withdrawn. Will not Limited. 
ance. Psychiatric for self or others. become involved with family 
items fair. Social life very limi- activities. 
ted. No employment. 
Miss I. Very poor in appear- Very poor adjust- Very hostile; acted out. Did Poor. 
ance. Very poor in ment in all items. not get along well with 
all psychiatric items. Had a job but was either employer or fellow 
not functioning well workers. 
init. 


in the 


with his family, the extent of the patient’s 
contacts with agencies and resources in the 
community and the family’s tolerance for 
and expectations of the patient. 

The level of the patient’s total adjust- 
ment is determined by the “score” he re- 
ceived in each of the three areas mentioned 
above. It was found that several patients 
whose personal appearance, mental content, 
stream of speech, affect, judgment and mood 
were all good had not actually attained a 
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good adjustment because of failings 1n t 
other two areas. A detailed examination | 
of individual patients appears in Charts 1 , 
and II. ee 
A patient is said to have attained “excel 
lent” adjustment when he receives the maxi- 
mum score in each item of all three areas. 
Gainful employment is necessary in order 
to attain a rating of “excellent” adjustment. 
“Good” adjustment is seen in patients who i 
have maximum scores in the majority oS 
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items in the three areas and who show on- 
going improvement in other items. The 
term “limited” adjustment is reserved for 
patients whose actual adjustment or post- 
hospital improvement is poor, but who show 
potential for and promise of further im- 
provement. “Poor” adjustment applies to 
those patients whose potential for further 
improvement seems poor and whose actual 
improvement and adjustment is very minor. 
Patients with poor adjustment have gross 
failings in each of the three areas. 

Examining the group as a whole it was 
found that of the eight patients who had 
been in the community a year or more, only 
one had attained an excellent level of ad- 
justment; four had attained good adjust- 
Ment; two had limited adjustment; and 
one had poor adjustment. Of the five pa- 
tients who had been discharged only three 
months from the Massachusetts Mental 
Health Center (at the time of the inter- 
view with the families and/or informants) 
three had attained good adjustment; one 
had limited adjustment; and one had poor 
adjustment. 


CASE EXAMPLES—ONE YEAR 
FOLLOW-UP 


Excellent Adjustment 


Miss A., who had excellent adjustment, is 
described by Miss Z., the head of the Half- 
Way House, as being a neat, clean, well- 
groomed person who was coherent and rele- 
vant in her speech and who consistently 
exhibited good judgment. Miss Z. stated 
that Miss A. was employed as a scrubwoman, 
and that she was working five hours a day. 
The patient took complete responsibility 
for getting to work on time and for notify- 
ing her employer when she was unable to 
get to work. She'was financially independ- 
€nt and budgeted her money in such a way 
as to be able to save small amounts. Miss 
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Z. reported that Miss A. was cheerful and 
well-liked by the other women at the Half- 
Way House. At first Miss A. did not social- 
ize too well at the Half-Way House. Miss 
Z. felt that this was due partly to Miss A.’s 
initial withdrawal and partly to her evening 
working hours which made it difficult for 
her to meet and get to know the other 
women who, for the most part, had day- 
time jobs. In time, however, Miss A. did 
make friends at the Half-Way House al- 
though she did not rely on them completely 
for her social life. Instead she frequently 
made her own plans and on several occa- 
sions spent the week ends visiting relatives 
in the Greater Boston area or in New York. 
At the time Miss Z. was interviewed, Miss 
A. was in the process of looking for her 
own apartment for she wanted to move out 
of the Half-Way House. Miss Z. felt that 
this was a feasible plan as Miss A.’s ability 
to be self-supporting, her social life and her 
good relationship with her family were all 
signs that she was capable of taking such a 
step. A, 


Good Adjustment Level 


The statements of four informants, whose 
patients had been discharged one year, re- 
vealed that their patients had reached a 
good level of adjustment and showed signs 
of continuing their improvement. Three 
of these patients were living with their 
families and one was living at the Half- 
Way House. 

None of these patients was employed in 
the community. Two patients, as part of 
their day hospital programs, assisted em- 
ployees at the M.M.H.C. One worked 
several hours a day in the coffee shop, and 
the other assisted in the linen room. All 
four patients were described by -their in- 
formants as being neat, clean and appropri- 
ately dressed; they did not openly manifest 
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any overt psychotic symptomatology al- 
though one patient was reported as being 
deluded from time to time. For the most 
part, these patients had good grasp and 
judgment. All of these patients assumed 
complete responsibility for their personal 
needs. They bathed and changed their 
clothes without being told; they kept ap- 
pointments faithfully and assumed responsi- 
bility for taking their medication. These 
patients also assumed some degree of re- 
sponsibility in the home. Two informants 
stated that the patients would help with 
the housework and could be trusted to do 
some cooking and marketing. The other 
two informants stated that their patients 
took care of their personal belongings and 
their rooms but did little else in the house. 

The area in which patients with good 
adjustment had the greatest difficulty was 
the area of interpersonal relationships. 
None of the four patients had his own social 
life. They were still quite withdrawn and 
would rarely initiate an activity or conver- 
sation although they all participated in 
their families’ social activities to a large 
degree when they were invited to do so. 
All of these informants stated that they 
were pleased with the progress the patients 
had made and some were, in fact, surprised 
that the patients’ improvement had been 
so great. None of the informants felt that 
it was necessary for the patients to get a 
job immediately although they stated that 
they hoped, in time, the patients would be 
able to become gainfully employed. 

It was noted that these informants were 
realistic about the degree of the patients’ 
improvement and did not try to push the 
patients beyond what they realistically were 
able to do. It is interesting that these in- 
formants were extremely optimistic regard- 
ing the eventual prognosis of the patients, 
and that they stated that the patients were 
showing enough improvement week by week 
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to make them think that eventually the pa- 
tients would be completely rehabilitated, 
Because of the encouragement these in- 
formants received from seeing the slow but 
constant improvement in the patients, they 
usually had high tolerance for any abnormal 
behavior in the patients. Even minor re- 
lapses were accepted and interpreted by the 
informants as being “par for the course.” 

A representative example of patients with 
good adjustment is Mr. B., who a year after 
discharge was working in the Massachusetts 
Mental Health Center linen room as part 
of the day hospital program. He came to 
work faithfully and did competent work 
with only minor supervision. His sister 
reported that at home he was quiet and 
somewhat withdrawn but that he got along 
well with other family members. He helped 
with the housework and seemed to take a 
great deal of pride in the neatness and 
cleanliness of the home. His sister stated 
that one day when her mother had just 
finished waxing the floor, someone walked 
in with muddy boots, leaving dirty puddles 
on the floor. When the visitor left, the 
patient got a mop and cleaned the soiled 
area. 

Mr. B.’s social life, like that of all patients 
in this group, is limited in that he particr 
pates in his family’s plans but does not 
initiate his own activities. Actually, Mr. 
B. is more socially active than most patients 
in this group because his family is more 
socially active than most. His family fre- 
quently goes on outings, to football games, 
to the movies and to visit friends and rela- 
tives. The family encourages Mr. B. to jom 
in all of these activities and has successfully 
involved Mr. B. in the family social life. 

Miss D., another patient who also has 
attained a good level of adjustment, has 4 
much less active and varied social life. She 
lives alone with her aged mother. In this AR 
family, the social life consists primarily in 
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attending church suppers or going to an 
occasional lodge meeting. While Mr. B. 
and Miss D. have different kinds of social 
lives, both have adopted well to their fami- 
lies’ normal activities and thus, relatively 
speaking, both have adjusted to the same 
satisfactory degree. Miss D., like Mr. B., 
does not initiate activities but is a willing 
follower. The amount of social life and 
exposure to the community a patient in this 
group will have is dictated by the degree 
of outward orientation his family has. 


Limited Adjustment Level 


There were two patients who, after having 
been in the community one year, had made 
limited adjustments to their families and 
community. These patients show failings 
in each of the three major areas. According 
to the informants, they consistently show 
abnormalities of speech or thought proc- 
esses. Both patients have some defects in 
their judgment and grasp. On the other 
hand, they have been able to function 
sufficiently well so that their families did 
Not feel it was necessary to rehospitalize 
them. 

Miss G., one of the two patients in this 
group, lives alone in a rooming house in 
Roxbury, Mass. Her social worker, who 
was the informant because no family was 
available, reported that even though the 
patient was still actively paranoid, she was 
able to care for her room, to dress attrac- 
tively and to budget the money she received 
from Disability Assistance in an intelligent 
Manner. Miss G.’s interaction with other 
People was very limited; she tended to be 
hostile and withdrawn. Between the time 
of her hospital discharge and the time of 
the follow-up interview with her social 
Worker, she held a job as a switchboard 
Operator but had to be fired after a brief 
Period because of her inability to get along 
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with her fellow workers. Miss G.’s social 
worker stated that she felt Miss G. might 
improve because she was beginning to talk 
more freely in the casework situation. 

Miss F., the second patient in the limited 
group, also had great difficulties in inter- 
personal relationships. She lived with her 
family but would rarely join in the family 
activities. Her family reported that she 
often would have outbursts of temper in 
which she would accuse some member of 
the family of having been unjust to her. 
These outbursts were followed by periods 
of sulkiness; the patient would retire to 
her room and refuse to come out. Despite 
this behavior, the family felt that the pa- 
tient was improving because she recently 
had had fewer outbursts and was doing well 
in her work at the coffee shop. 

At the time the follow-up interview was 
conducted with the informants, the above 
two patients had achieved, in actuality, 
only poor adjustment. Both patients, how- 
ever, gave evidence by their recent behavior 
that their potential for further improve- 
ment was good. Therefore one can say that 
at the time of the follow-up interview these 
two patients had not yet reached that level 
of adjustment and integration it is assumed 
they will attain eventually. 


Poor Adjustment Level 


Only one patient who had been out of 
the hospital one year attained no better 
than a poor adjustment in the community. 
Not only was Mr. H.'s degree of adjustment 
poor; he also gave no indication that his 
potential for improvement exceeded the 
actual improvement (minor as it was) he 
had made in the year after his hospital 
discharge. Mr. H.'s sister, the informant, 
stated that although the patient’s stream of 
speech, affect and mood were normal and 
not bizarre, he was grossly unkempt and 
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exhibited total lack of judgment. Mr. H.’s 
social functioning was minimal, at best. He 
assumed no responsibility either for himself 
or for others. Miss H. reported that it was 
practically impossible to get him involved 
in the most minor of family activities. He 
came to the day hospital but he spent the 
rest of his time looking at television or 
remaining silently by himself. In spite of 
Mr, H.’s unsatisfactory adjustment, his 
sister seemed pleased to have him home and 
did not indicate that he was too sick to be 
_ put out of the hospital. It is obvious that in 
this case the informant’s high tolerance for 
the patient as well as her low expectations 
of him had a great deal to do with the fact 
‘the patient was able to remain in the com- 
‘munity. 


CASE EXAMPLES—THREE MONTH 
FOLLOW-UP 


In the group of five patients who had been 
discharged only three months at the time 
their informants were interviewed, three 
had attained “good” adjustment; one had 
“limited” adjustment; and one had “poor” 
adjustment. 


Good Adjustment Level 


Miss K., who, according to the informa- 
tion given by her mother, is to be classified 
as having attained good adjustment, is in 
Many ways similar to Mr. B., who is de- 
scribed above. Mrs. K. reported that her 
daughter is neat and clean and takes great 
pride in her grooming and dress when she 
goes visiting or to church. She is described 
as being quiet and still somewhat with- 
drawn, especially when she is with un- 
familiar people. However, she is well- 
liked by her married sisters and her nieces 
and nephews and manages to carry on rather 
lengthy conversations without becoming 
noticeably anxious. 
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Miss K. has a room of her own and takes 
complete responsibility for keeping it clean. 
She also helps with the housework on the 
days she does not go to the day hospital. 
On those days she prepares breakfast for 


. herself and her mother and then tidies up | 


the kitchen. Occasionally she will do the 


food marketing. Mrs. K. remarked that her f 


daughter is not capable of planning meals 
or deciding what is lacking in the pantry 
but that she can be trusted to do the shop- 
ping if she is provided with a shopping list. 
Mrs. K. felt that, generally speaking, her 
daughter was able to take responsibility for 
herself. She stated, however, that because 
her daughter is a diabetic, she had to keep 
to a rigid diet. Mrs. K. felt that her 
daughter needed a certain amount of super- 
vision in this area because she was likely to 
eat improper foods if she were not watched 
closely. 

Miss K.’s social life is fairly limited but 
this is due to the nature of her family's 
social life rather than to an inability on 
her part to make use of the family’s normal 
activities. Mrs. K. is in her late sixties 
and somewhat infirm. For this reason the 
social life is limited to Sunday get-togethers 
with other family members, usually at the 
home of Mrs. K. Because of this, Miss K. 
has very little contact with the community; 
she goes to the day hospital three times a 
week, but it is doubtful that on any other 
occasions she leaves the house for any more 
than a brief period of time. 

Mrs. K. was extremely pleased to have the 
patient home and seemed to feel that her 
daughter was improving all the time. She 
said that she did not think her daughter 
would ever be able to hold a job, but she 
felt that this was not particularly important 
as long as the patient was home, and happy: 
Miss K. is supported financially by tw? 
sisters. s 


————— S 
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Limited Adjustment Level 


Mr. J. attained a limited level of adjust- 
ment three months after discharge. He was 
living in a dilapidated apartment with his 
widowed mother and younger brother, a 
college student. At the time of the follow- 
up interview Mr. J.’s actual improyement 
was very minor. According to his mother 
he attended the day hospital and was doing 
satisfactory work in the linen room but he 
was extremely careless about his appearance 
and very withdrawn. 

Mrs. J. reported that her son assumed no 
responsibility either for others or for him- 
self and that, in fact, she had to remind 
him to change his underwear every day. 
The patient’s interaction with family mem- 
bers was also very limited. He would 
answer direct questions but became anxious 
and withdrawn when placed in a position 
where he had to carry on a conversation. 
Occasionally he would go out for an auto- 
mobile ride with his brother but for the 
greater part of the time he would sit in 
front of the television and would not par- 
ticipate in family activities even when 
prompted to do so. 

In spite of practically no change in the 
patient’s condition during the three months 
following hospital discharge, Mrs. J. seemed 
hopeful that, given time and proper 
therapy, her son would improve. She stated 
that when her son first started going to the 
day hospital he would walk to the Massa- 
chusetts Mental Health Center, a distance 
of about 10 miles a day, because he was 
“too frightened to be on a streetcar with 
other people.” However, after about two 
Months, she noted that he began riding 
on the streetcar without difficulty. Mrs. 
J. frankly stated that she viewed this as an 
improvement and felt that perhaps some 
day her son would improve in other areas 
as well. 
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Poor Adjustment Level 


There was one patient who, at the time 
of the interview, attained only a poor ad- 
justment level. She was a discharge failure 
in that she was rehospitalized shortly after 
having been in the community three 
months, Miss I., who was followed up three 
months after discharge, failed to attain even 
the minimal level of social adjustment 
necessary for extramural existence. Not 
only did she fail to improve after her hos- 
pital discharge; she also deteriorated in 
both social functioning and psychiatric inte- 
gration to such an extent that rehospitali- 
zation became essential. 

Because no family was available, Miss I. 
went to live in a nursing home where she 
also worked as a nurse’s aide. Her em- 
ployer reported that at first she was quite 
satisfactory, but that she soon began to be 
very dirty and unkempt, that she was hal- 
lucinated and deluded and that she showed 
gross abnormalities in grasp and judgment 
as evidenced by the fact she would lie down 
on patients’ beds and argue with the older 
patients. The patient's employer became 
especially concerned by Miss 1.’s’ behavior 
after working hours. Promiscuity was sus- 
pected and eventually confirmed. Socially, 
Miss I. was unacceptable to the other em- 
ployees. They did not like her and some 
were frankly frightened of her. Because of 
Miss L's inability to adjust to the regime 
of the nursing home, because of her pro- 
miscuous behavior and because of the un- 
availability of a family or of a more suitable 
setting, Miss I. was rehospitalized at Metro- 
politan State Hospital. 


DISCUSSION 

The information gathered in this follow-up 
study with the families and/or informants 
of 13 discharged patients reveals that ll 
(over four-fifths of the sample) have made 
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or are in the process of making sufficient 
adjustment to their communities and fami- 
lies to have justified the hospital discharge. 
While only one patient in this group of 11 
was gainfully employed and financially 
independent, the majority of the others 
had become acceptable and, indeed, useful 
members in their families and communities. 
Most of these patients showed promise of 
further improvement. It is still unknown 
how much more improvement will take 
place in the patients who have attained good 
or limited adjustments. It is doubtful that 
all of these patients can be completely re- 
habilitated to the extent that they can as- 
sume the roles of normal men and women 
in our society. Several of these patients 
will, of course, only reach a certain level 
of integration and adjustment and then 
improve no further, but if that level is 
compatible to the family’s and community’s 
tolerance and expectations, one can say that 
the hospital discharge was justified. It is 
particularly difficult to predict how many 
more of these patients will improve because 
it was noted that patients improve at differ- 
ent rates and that some level off in their 
improvement after a certain period of time, 
while others continue to improve indefi- 
nitely. 

Miss K., who, as was noted above, had a 
good level of adjustment after only three 
months is comparable to the patients who 
had attained good adjustment at the one 
year follow-up. Whether or not Miss K. 
will have surpassed people like Mr. B. in 
terms of total adjustment when she will 
have been out of the hospital one year re- 
mains to be seen. It is suspected, although 
not proved, that the greatest amount of 
improvement in these patients occurs within 
the first few months after discharge and 
that minor and less dramatic improvements 
may take place thereafter. It is hypothe- 
sized that if a patient is to improve suff- 
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ciently to remain in the community he will 
do so within a relatively short period of 
time. 

This study suggests that the family’s and 
community’s tolerance for the ex-mental 
patient is one of the central factors influenc- 
ing the success of the discharge. Signifi- 
cantly, it was found that the family’s and | 
community's tolerance was extremely high 
and that their expectations of these patients 
were unexpectedly low. High tolerance for 
and low expectations of the patients were 
evident in cases where the informant was 
related to the patient and had a strong 
emotional investment in him. It is not 
known what caused such high tolerance in 
the families of these patients. It is hy- 
pothesized that the family’s tolerance is 
dependent both on the deep love and in- 
terest the families had for their‘patients and 
on the guilt feelings the families had re- 
garding their patients’ illness. 

Only in the case of Miss I. did her bizarre 
and antisocial behavior exceed the com- 
munity’s tolerance for her. This might 
be due to the fact that Miss I. lived not 
with her family but in a setting which was 
not equipped to take care of such a patient 
or to tolerate the type of behavior Miss I. 
presented. In Mr. H.’s case, it was found 
that even though the patient had attained 
only poor adjustment and did not show 
promise of improving in the foreseeable 
future, his family’s tolerance was such that 
he was able to continue living at home. 
Objectively both Mr. H. and Miss I. had 
adjusted poorly but the forms in which 
these two patients expressed their poor ad- 
justments were quite different. Miss L 
behaved in an antisocial manner; she was 
promiscuous, abusive and unmanageable; 
Mr. H. was withdrawn, untidy and quietly 
hostile. It is understandable that the family 
and community were able to tolerate Mr. 
H.’s form of poor adjustment and not able 
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to tolerate Miss I.’s form of poor adjust- 
ment. 

It is believed that the intensive casework 
that the families of these patients received 
both prior to and following the patient’s 
hospital discharge was instrumental in help- 
ing the families make suitable plans for 
their patients. Casework with these fami- 
_ lies also helped the families mobilize their 

feelings about mental illness in general, and 

about their own patients in particular, in 

a constructive rather than in a destructive 

way. Of the many factors contributing to 

a successful discharge of a chronic schizo- 

phrenic patient, intensive casework with 

the families of these patients seemed to 
emerge as one of the more important and 
dynamic factors.1° The criteria for the 
discharge of a chronic schizophrenic vary 
from patient to patient. This study has 
shown that it is not necessary for a patient 
to achieve an excellent or good level of 

» adjustment in order to remain in the com- 
munity. It has become evident, however, 
that the more resources a patient has in 
terms of family and community supports, 
the less need there is for the patient to be 
psychiatrically well and socially adjusted 
and, conversely, the less support and re- 
Sources available to the patient, the more 
necessary it becomes for him to be moder- 
ately well in order to readjust to the com- 
munity, 


SUMMARY 


This study, a part of a larger one dealing 
į With the drug and social therapy of 60 
oe schizophrenic patients hospitalized 
_ ‘0r five years or more in a custodial setting 
and then transferred to an acute treatment 
center for a period of six months or one 
Year, has described the social adjustment 
_ Attained by 13 discharged patients. In- 
formation on these patients’ adjustment 
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to their families and communities was 
gathered from an interview a social worker 
conducted either with a member of the 
patient's family or with some person in the 
community who had close contact with the 
patient after his discharge. 

It was found that of the 13 patients, nine, 
or well over half of the group, were living 
with close family members, and four were 
living in the community, either at the Half- 
Way House or by themselves. 

The social adjustment of the patient was 
divided into three separate areas: descrip- 
tion of the patient in terms of his personal 
appearance and psychiatric functioning; 
social functioning of the patient which in- 
cluded the patient's responsibility for him- 
self and others, his employment and his 
social life; and interpersonal relationships, 
which included the degree of the patient's 
involvement with his environment and his 
interaction with family members. The de- 
gree of the patient’s total social adjustment 
was determined by his combined rating in 
each of the three separate areas. 

The analysis of the 13 discharged patients 
revealed that 11 had attained, or were in 
the process of attaining, satisfactory adjust- 
ments outside the hospital. Only two pa- 
tients had not attained satisfactory adjust- 
ments; one of these had to be rehospitalized 
shortly after this study was done. 

In examining the factors which contrib- 
uted to the successful discharge and satis- 
factory adjustment by the patient, it was 
noted that the use of drugs, the family’s 
and community's tolerance, resources and. 
support for the patient and the careful dis- 
charge planning by the social worker 
emerged as the most important and vital 
factors in the discharge process. 


10A more intensive study of how casework with 
families relates to a patient's discharge is now in 


process. 
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This study suggests that with proper and 
careful planning and with family and com- 
munity supports, a significant proportion 
of severely regressed, chronically ill patients 
who have been hospitalized continuously 
for five years or more can successfully re- 
turn to their families and communities. 
Moreover, an analysis of these 13 interviews 
revealed that the families’ expectations of 
the patients were lower and their tolerance 
for the patients was higher than what the 
hospital presumed. In fact, the family’s 
high tolerance for and support of the pa- 
tient in several instances compensated for 
his limited psychiatric and social adjust- 
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ment and facilitated his discharge. Conse. i 


quently, the family’s high tolerance for the 
patient and its low expectations of the 
patient are to be viewed and utilized as 
valuable resources to the chronic schizo- 
phrenic patient. Proper investigation and 
utilization of these specific resources might 
increase the discharge rate of partially well 
patients to an acceptable, nonhazardous 
living pattern. 
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The personal problems 


of college students 


This report is one of four dealing with the 
findings of the research group during the 
first year’s study of the Psychiatric Service 
Demonstration Project at Southern Con- 
necticut State College (SCSC).1 This report 
deals with the kinds and frequency of per- 
sonal problems present in the student body 
at SCSC and will attempt to show where 
students with problems go for help. If the 
Problems were not taken to the Psychiatric 
Service, the particular reasons students gave 
for not taking them there were also studied. 

Other reports will 1) deal with the nature 
of the first year’s case load, 2) describe some 
relevant features of the student body at 
SCSC, and 8) point out some differences 
between the students who use the clinic 
and those who do not. These reports will 
Not exhaust the material gathered at SCSC. 

number of other approaches to the ma- 


| on are possible but these are outside 
„© Scope of this study. The findings to 


be reported should be regarded as very 


tentative because of the small sample of 


the student body studied, the possible varia- 
tions from year to year and the changing 
conditions in the college—including the 
effects of the Psychiatric Service itself. A 
follow-up to the present study will permit 
more definite conclusions. 

Before describing the present study, some 
background should be given about the 
Psychiatric Service Demonstration Project 
and the nature of the research effort. In 
the summer of 1958 a series of conferences 
was initiated by the Division of Community. 
Services of the Connecticut State Depart- 
ment of Mental Health with officials of 
SCSC and various members of the Division 
of Student Mental Hygiene of Yale Uni- 
versity for the purpose of initiating some 
kind of psychiatric service for SCSC. As 


Dr. Rust and Dr. Davie are associated with the De- 
partment of Health at Yale University, New Haven, 
Conn. 

1Formerly New Haven, Conn., State Teachers 
College. 
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its title indicates, the project was a pilot 
study intended to demonstrate the useful- 
ness of such a service in this and similar 
colleges. Since funds were limited, the 
service and the accompanying research were 
also limited. The clinical service was pro- 
vided by one psychiatrist (who spent one 
afternoon and one evening per week at the 
college) and by one psychiatric social worker 
(who spent one afternoon a week at the 
college). The psychiatrist and the psychia- 
tric social worker held regular conferences 
with a consulting psychiatrist from the Yale 
Student Mental Hygiene Clinic. 

The Psychiatric Service was designed to 
and actually did function in much the same 
manner as the Yale Student Mental Hygiene 
Clinic. Students were seen on referral from 
the faculty, the administration, the Health 
Service or other source or they could come 
self-referred. During the first year of opera- 
tion every student who came to the clinic 
was seen. at least once. The one possible 
exception to this statement was a student 
who may have had a schedule conflict. No 
waiting list of any size developed although 
some students were not seen as long as 
they would have been had more therapy 
time been available. 

As originally contemplated, the research 
planned for the Demonstration Project was 
designed to answer two main questions: 1) 
What is the composition of the case load 
at the Clinic? and 2) How do those students 
who use the Clinic differ from those who 
do not? In addition it was hoped that the 
study would provide some general informa- 
tion about the student body at SCSC which 
would be useful to the staff of the Psychi- 
atric Service and to the administration. 
The authors undertook the research project 
because the problems posed were very simi- 
lar to their research interests at Yale and 
because they regarded the study as an oppor- 
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tunity to obtain comparative data on the 


student body of a different type of college, 

Two instruments were used to carry out 
the study. In order to gather information 
on the case load at the Clinic, a modification 
of the coding guide in use at the Yale Stu- 
dent Mental Hygiene Clinic was used. The 
coding guide will be described in some de- 
tail in another report. Originally it was 
anticipated that the same form (with minor 
modifications) would be used by the Coun- 
seling Service at SCSC. It was hoped that 
a comparison of the kinds of problems 
handled by both services might clarify the 
differences in the ways the two services 
functioned to serve the student body. Later 
it became apparent that much of the coun- 
seling is done on an informal basis and that 
it would be difficult to determine what 
students should be counted as Counseling 
Service users. For this reason a comparative 
study was not attempted, but the coding 
guide was used to study the case load of 
the Psychiatric Service. 

Differences between those who used the 
Psychiatric Service and those who did not 
were studied by means of the second instru- 
ment, a questionnaire which was sent out 1n 
the spring of 1959 to one-seventh of SCSC 
students. The questionnaire, which is de- 
scribed in more detail in another report (5), 
was a long one requiring approximately an 
hour to complete. Information was 0 
tained about the student’s background and 
present status, his personal problems and 
how he deals with them. The questionnaire 


also included a self-descriptive adjective — 


check list and a revision of the authors 
Reported Behavior Inventory (3, 4). Before 
the questionnaire was sent out it was pre 
tested in an advanced psychology class. 
With this brief description of the back- 
ground and purpose of the Psychiatric Serv- 


‘ À d 
ice Demonstration Project, we can proceed 7 


to the present report, which is concerned 
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with the personal problems of SCSC stu- 
dents. The authors were interested in de- 
termining what proportion of the student 
body has personal problems, the extent to 
which students feel these problems are in- 
terfering with the ordinary tasks and pleas- 
ures of life and, if they have problems, what 
they do about them. 

Information such as this seemed of con- 
siderable importance in planning a psychi- 
atric service. Ideally such a study should 
be conducted before initiating a psychiatric 
service but this was not possible here. 


METHOD 


In the spring of 1959 the questionnaire 
briefly described above was sent to a random 
sample of those SCSC students enrolled in 
the day session. The random sample con- 
sisted of every seventh student on the day 
session class lists at the time the sample 
was selected. In addition to the random 
sample all students seen in the Psychiatric 
Service during its first year of operation 
were sent the questionnaire. A total of 254 
questionnaires were sent out (216 to the 
random sample and 38 to the students seen 
in the Psychiatric Service). Each question- 
naire was identified by a code number 
plainly marked in the upper right-hand 
corner of the covering page. Students were 
told the purpose of the questionnaire and 
of the identifying code number in the ac- 
companying letter. Identified question- 
naires were used for several reasons: 1) to 
check on any response bias; 2) to permit 
the integration of data from other sources, 
particularly the college and the Psychi- 
atric Service; 3) to allow for later follow-up 
Studies, although such studies are not cur- 
rently planned; and 4) to identify those 
students who did not return questionnaires 
So that follow-up notices could be sent. 
The data in the present report came from 
those 115 subjects (31 men and 84 women) 
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in the random sample who returned the 
questionnaire. Using only random sample 
subjects permits extrapolation to the col- 
lege as a whole—at least within the limi- 
tations of the sample. $ 

Using two follow-ups (a letter and a post- 
card), usable responses were obtained from 
56 per cent of the subjects. In order to 
determine if certain subjects were more 
likely to respond than others, respondents 
and nonrespondents were compared on 11 
variables. All subjects who were sent ques- - 
tionnaires were used in this comparison, 
both those in the random sample and those 
seen in the Psychiatric Service. The 11 
variables were: 1) patient status; 2) sex; 3) 
program of study at college; 4) class at 
college; 5) intellectual ability; 6) age; 7) 
marital status; 8) home town; 9) living ar- 
rangements at college; 10) type of secondary 
school attended; and 11) cumulative grade 
average. This information was obtained 
from college records. 

Of these 11 variables only two showed a 
significant difference between respondents 
and nonrespondents. Those students seen 
in the Psychiatric Service were more likely 
to respond to the questionnaire than those 
who were not seen in the Psychiatric Serv- 
ice. Women were more likely to respond 
than men. Neither of these differences is 
very big, but both just manage to reach 
significance (p<.05). The fact that women 
were somewhat more likely to respond to 
the questionnaire than men must be taken 
into account in assessing the results to be 
presented below. The other difference, 
that patients are more likely to respond 
than nonpatients, is unimportant here since 
it happens that only one of the 115 respond- 
ents in the random sample was a patient. 

What proportion of the student body have 
problems? Estimates were made of the pro- 
portion of the student body who have and 
are aware of personal problems by asking 
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several questions. One such question asked, 
“During the past 12 months have you had a 
personal problem which worried you?” 
Sixty-three per cent or five out of eight of 
our subjects said, “Yes.” In another section 
of the questionnaire the question was asked 
in a very similar fashion, “Have you ever 
had a personal problem which worried 
you?” Seventy-four per cent of the sample 
responded, “Yes, this year.” These esti- 
mates are not too far from one another 
: and the manner in which the questions were 
asked may account for the difference ob- 
tained. It would probably be safe to as- 
sume that somewhat over two-thirds of the 
students at SCSC believed that they have 
had a personal problem which worried 
them during the 12 month period. 

What kinds of problems do students have? 
The nature of student problems and the 
frequency with which they occur was deter- 
mined in a number of ways. In one ques- 
tion students were asked simply to specify 
the nature of their problems. These prob- 
lems were then classified into seven different 
categories; 1) self-concerns and physical 
complaints; 2) finances and commuting; 3) 
academic and vocational problems; 4) sexual 
problems; 5) general interpersonal problems 
with fellow students and others their own 
age; 6) interpersonal problems with specific 
individuals; and 7) interpersonal difficulties 
with members of their immediate family. 
Two additional categories were used for 
problems not easily classified above and for 
a mixture of problems, 

Perhaps the most notable finding about 
the responses to this particular question 
was that no single problem was characteris- 
tic of a large proportion of the group. The 
most frequent problem area was category six 
above (difficulty with specific individuals). 
Fourteen per cent of the total group re- 
ported difficulty in this area. Another four 
per cent reported general difficulty with 


250 


their peers (category five). Problems in- 
volving finances or commuting were men. 
tioned by 12 per cent of the subjects and 
difficulties with the family or with specific 
members of the family were mentioned by 
nine per cent. The complete breakdown 
by category is given in Table 1. 


TABLE 1 


Personal problems reported by 


SCSC students | 


Per cent 
reporting problem 

Problem in this area 
No problems or not specified 45 
Self-concerns or physical complaints 04 
Finances or commuting 12 
Academic and vocational 06 
Sexual 03 
General interpersonal difficulties 

with peers 04 
Interpersonal difficulties with 

specific peers 14 
Family relations 08 
“Other” 04 
Mixture of two or more 04 


In addition to the open-end question dis- 
cussed above, one asked about the frequency 
of certain specific problems. Students were 


asked how often during the current school | 


year they had been bothered by 1) loneli- 


ness; 2) nervousness; 3) insomnia; 4) head- | 


aches; and 5) indigestion. F 
problems the one most frequently checke 
was nervousness. Thirty-five per cent of 


the students indicated that they had been | 


bothered by nervousness “very often” of 
“fairly often” during the current et 
year. About one-quarter (23 per cent) 0 
the students were bothered by headaches 
during the current school year while 15 pet 


Of these five ; 


TABLE 2 


| During the current school year, how 
` often have you been bothered by: 


Per cent saying 

“Very often” or 
Tiem “Fairly often” 
Loneliness 15 
Nervousness 35 
Insomnia 09 
Headaches 22 
Indigestion 05 


cent were very often or fairly often bothered 
by loneliness, nine per cent by insomnia 
and only five per cent by indigestion. These 
data are presented in Table 2. 

When asked specifically, students seem to 
feel that they get along very well or fairly 
well with males their own age, females their 
own age, with their mother, their father 
and with the faculty. See Table 3. Less 
than five per cent indicate that they get 
along fairly poorly or very poorly with any 
of these individuals or groups. If there is 
any difference in the way they perceive their 
relationship with these people it is in their 
relationship with their mother, which is 
characterized as not quite so satisfactory 
as their relationship with others, but this 


TABLE 3 


During the current school year, how 
well have you “gotten along with”: 
ait ape et cin Ss cs 


Per cent replying 

“Fairly poorly” 
Category or “Very poorly” 
Bo | lb a 


Males your own age 03 
Females your own age ol 
Your mother 05 
i Your father 02 
The faculty 00 
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TABLE 4 
Compared to other people of your age 
and sex, how would you describe 
your physical and mental 


health? 
Per cent replying 
“Somewhat worse” 
Item or “Much worse” 
fa ae irene e 
Physical health 04 
Mental health 05 


Paes eee ee ead 


is a very small difference and is not statisti- 
cally significant. 

Subjects were asked to compare them- 
selves with other people their own age and 
sex with respect to physical and mental 
health and similarly to rate themselves on: 
1) physical attractiveness; 2) physical 
strength; 3) athletic ability; 4) dancing abil- 
ity; 5) intellectual ability; 6) sense of humor; 
and 7) overall “personality.” As might be 
expected, they tend to judge themselves 
more favorably than they judge others. 
The results are presented in Tables 4 and 5. 


TABLE 5 
Compared to other people of your age 
and sex, how would you rate 
yourself on the following 


traits? 

` Per cent replying 

“Somewhat lower” 

Item or “Much lower” 
Physical attractiveness 14 
Physical strength 12 
Athletic ability 21 
Dancing ability 20 
Intellectual ability 02 
Sense of humor 02 
04 


Over-all “personality” , 
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Less than five per cent rate their physical 
health or their mental health as “somewhat 
worse” than others. No one used the cate- 
gory “much worse” for these variables. On 
each variable almost two-thirds of the sub- 
jects rated themselves as “about the same” 
but 35 per cent, rated their physical health 
as “much better” or “somewhat better” 
while 29 per cent rated their mental health 
as better than their contemporaries, 

In areas somewhat more specific than the 
rather vague concepts of physical and men- 
tal health, subjects do not rate themselves 
quite so high although the balance in each 
case but one is toward the high end of the 
scale. Twenty per cent of the group rate 
their dancing ability above average and an 
equal proportion rate it below average. 
‘Twenty-one per cent consider their athletic 
ability either somewhat lower or much 

. lower than average, but 32 per cent consider 
it above average. Approximately 15 per 
cent consider their physical strength and 
physical attractiveness below average but 
hardly anyone considers himself to be below 
average in intellectual ability, sense of 
humor or over-all “personality.” 

Still another group of questions was de- 
signed to measure an individual’s satisfac- 
tion with his college experience. The items 
used were adapted from similar questions 
used by Davie at Yale (1). Some of the 
items might well be considered indicative 
of the individual’s mental health. The 
subjects were asked, “In what sort of spirits 
have you been most of the time at SCSC?” 
“So far what kind of a time have you had 
at SCSC?” and “Have you ever felt ‘out of 
place’ at SCSC?” Three per cent indicated 
they had been in fairly poor or very poor 
spirits; four per cent indicated that they 
had a fairly poor time or a very poor time; 
and five per cent said they had felt out of 
place frequently or most of the time. In 
terms of taking any action about these 
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feelings, only 18 per cent said they had 
considered leaving for another college and 


an equal proportion indicated that if they 


had it to do over again they probably would 
not or definitely would not choose to go to 
SCSC. In terms of their total experience 
at SCSC to date, only three per cent indi- 


cated that they were fairly dissatisfied or _ 


very dissatisfied. 
It was assumed that students who have 
problems will differ in the extent to which 


these problems interfere, or are perceived | 


as interfering, with their normal function- 


ing. In order to determine how students 
differ in this respect they were asked, “Do 
you at present have any personal problem 
which interferes with your 1) studies; 2) 
athletic participation; 8) extra-curricular 
participation; 4) recreation; 5) sleep; 6) sex 
life; or 7) relations with people.” The re- 
sponse to this question, in terms of the 


proportion replying “Yes, seriously inter- | 


feres” or “Yes, some difficulty” to each of 
these categories, is shown in Table 6. As 
might be expected in an academic setting, 
“studies” is the area most frequently inter- 
fered with; over one-third (37 per cent) of 
the group report interference from personal 


TABLE 6 


Do you have any personal problem 
which interferes with: 


Per cent replying, 
“Yes, seriously 
interferes” or 

“Yes, some difficulty 


p 


Item 
WES E E EEE 
Studies 37 
Athletic participation 24 
Extracurricular participation 33 
Recreation 21 

Sleep 20 

Sex life 15 
Relations with people 16 


EEEE SS UE TASE 


problems in this area. Extracurricular ac- 

tivities are interfered with in 33 per cent 
of the group and athletic participation is 
interfered with in 24 per cent of the group. 
Other areas (which might be considered as 
less specifically college oriented) are inter- 
fered with less. From 15 to 20 per cent of 
the group report interference in these other 
"areas. 
In a previous study, a survey of mental 
_ health at Yale, Rust (2) used responses to 
_ two questions designed to measure: 1) the 
extent to which various areas of functioning 
are interfered with and 2) how frequently 
the student is bothered by certain specific 
problems. These questions, the responses 
to which are presented in detail above, 
were: “Do you at present have any personal 
problem which interferes with your 1) 
studies; 2) athletic participation; 3) extra- 
_ curricular participation; 4) recreation; 5) 
sleep; 6) sex life; or 7) relations with peo- 
ple” and “During the current school year 
how often have you been bothered by 1) 
| loneliness; 2) nervousness; 3) insomnia; 4) 
headaches; and 5) indigestion.” Asa rough 
indication of difficulty, one point was scored 
for each “Very often” or “Fairly often” 
Tesponse to each specific problem in the 
latter question and for each “Yes, seriously 
interferes” or “Yes, some difficulty” response 
to each area in the former. 

A total score of 12 is possible and pre- 
sumably the higher the score the poorer 
the mental health of the subject, the more 
l aware he is of his difficulties, or both. Scores 
on this “Twelve-Problems” scale for SCSC 
į students are shown in Table 7. Viewed in 

this way all but 22 per cent of the student 

body have had at least one troublesome 

Problem during the current school year and 

almost a third (31 per cent) have had four 
_ Or more problems. 

Where do students take their problems? 


Space was provided on the questionnaire 
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TABLE 7 


Twelve-Problem Scale scores 
for SCSC students 


Score Number Per cent 


0 25 22 
1 23 20 
2 17 15 
3 13 ll 
4 9 08 
5 13 ll 
6 8 07 
7 2 02 
8 or more 3 03 


for the subject to indicate whether he had 
taken his problem to the dean of students, 
a faculty adviser, some other faculty mem- 
ber, the Psychiatric Service or to some other 
individual or service. If the subject 
checked “some other individual or service” 
he was asked to “specify: friend, clergy, 
parent, etc.” In each case he was asked 
to indicate whether he had consulted the 
individual or service and if he had, whether 
he had been helped: 1) a great deal; 2) quite 
a bit; 3) some; or 4) none. 

Of the 63 per cent who indicated that 
they had been worried by a personal prob- 
lem during the 12 months, slightly over half 
consulted someone about their problem. 
Only one student consulted the Psychiatric 
Service; two consulted the dean of students; 
three, their faculty adviser; seven, some 
other faculty member; and by far the largest 
number, 34, consulted someone in the 
“other” category. Some subjects consulted 
individuals in more than one category. 
With such small numbers in all but the 
“other” category it is difficult to be certain 
of their relative importance. 

The authors’ revised Reported Behavior 
Inventory (5) included six questions on 
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where students take their problems. These 
questions elicited a higher positive response 
than those discussed above. Fifty-four per 
cent indicated that they have “consulted 
someone about a personal problem that 
worried them during the last year.” Sub- 
jects were asked specifically whether they 
had consulted their mother, their father, 
a female friend, a male friend or a fac- 
ulty member, and whether they had “con- 
sulted a psychotherapist (psychiatrist, psy- 
chologist, psychiatric social worker, etc.)” 
Responses to these specific questions proba- 
bly provide a better idea of where students 
take their problems than the open-end 
questions discussed above. Sixty-three per 
cent of the group indicated they had con- 
sulted a female friend during the year; 
46 per cent consulted a male friend; 39 per 
cent consulted their mother; 22 per cent 
consulted their father; 11 per cent con- 
sulted a faculty member and three per 
cent consulted a psychotherapist. These 
figures are all considerably higher than the 
ones obtained in the earlier section of the 
questionnaire. The questions were worded 
a little differently and perhaps subjects 
distinguish between “personal problems” 
and “personal problems that worry them.” 
Also, since these latter items need only be 
circled, they are easier to answer than those 
which require the subject to specify whom 
he consulted and how much he was helped. 
However it seems clear that male and fe- 
male friends are most often consulted, par- 
ents next most often consulted (especially 
the mother), while faculty members and 
psychotherapists are much less frequently 
consulted. 

Although the authors considered the size 
of the sample too small to permit analysis 
by subgroups, the seemingly obvious dif- 
ferential “pull” of these items for men and 
women made a separate analysis almost 
necessary. However only the item “con- 
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sulted a faculty member” showed a signifi- 
cant difference between men and women, 
Twenty-three per cent of the men and only 
eight per cent of the women indicated they 
had consulted a faculty member about a 
personal problem during the year. 

Why is the Psychiatric Service not con 
sulted when the student has a problem? 
To answer this question, students who 
had a problem but did not consult the 
Psychiatric Service were asked if there were 
any particular reason why they did not, 
About one-quarter said that there was some 
particular reason; the remainder either did 
not have a problem or had no particular 
reason for not consulting the Service. Six 
of those $2 students who gave a reason said 
they did not know the Service existed. A’ 
somewhat larger number felt that their 
particular problem either was not appro- 
priate or not serious enough to warrant 
such consultation. Often the student's 
statement of his problem seemed to con- 
firm this estimate. For example, one stu- 
dent stated her problem as, “A friendship 
with a male became serious on his part and 
it was difficult to try to keep it friendly 
without ill feeling.” She said she did not 
consult the Psychiatric Service because, “It 
wasn’t anything demanding such trea 
ment.” Another student gave a realistic 
problem of the illness and death of a rela- 
tive and stated that she “realized there was” 
nothing [the Psychiatric Service] could do 
to alleviate the situation.” | 

Other problems, as stated by the student, 
seemed more appropriate. For example, 
one said, “I would feel uncomfortable and 
don’t think they could help me.” She 
stated her problem as, “My parents, ei 
cially my mother, cannot speak wit 
starting an argument. They belittle oni 
thing and everyone I touch.” Two or e 
students expressed some doubt about © é 
fidentiality and two or three indicated that 


they felt they should be able to handle 
‘their own problems. Only one student in- 
dicated that there was a problem of sched- 


The present research was designed to evalu- 
ate the need for a psychiatric service at 
SCSC under limitations imposed by 1) the 
scope of the research permitted by the 
budget of the Project and 2) the timing of 
e Project. Within these limitations the 
earch was designed to coincide with the 
authors’ present research interests and past 
experience. Other investigators might have 
chosen other topics such as the effects of 
psychotherapy on those students seen in 
‘the Psychiatric Service or the effects of the 
presence of a Psychiatric Service on the at- 
titudes of college students, administrators 
and faculty. The authors actually con- 
sidered the latter study but decided that 
such effects would probably be too difficult 
to measure and that a pretest, conducted 
before the Service was initiated, would be 
“Necessary. A study of the effects of psy- 
chotherapy seemed entirely too complicated 
to be considered, although of considerable 
Importance to the field. 
A study of the incidence and severity of 
Personal problems and how these problems 
are handled by the student seemed within 
the scope of the Project as well as useful 
for determining the need for a Psychiatric 
Service in the college. In the ideally de- 
Signed study, a survey to determine how 
Students handle their problems would have 
been conducted before initiating the Serv- 
ice. In the present study this was not pos- 
sible because of time factors. 
Once the general topics for study were 
‘chosen, several methods for conducting the 
Study were possible. The resulting choice 
Was due to essentially the same factors as 
those stated above. The authors chose to 
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send a rather long, identified questionnaire 
containing many personal items to a ran- 
dom sample of the student body. A ques- 
tionnaire such as this provides a great deal 
of information with relatively little effort 
on the part of the investigators. It is also 
fairly objective, depending less on the in- 
terpretation of the investigator than do 
many other methods. College students are 
intelligent and co-operative and usually 
quite interested in such a project, but since 
the authors were not known either per- 
sonally or by reputation at SCSC they did 
not expect to receive a response as high as 
the 75 per cent usually obtained in previ- 
ous studies at Yale University. It was grati- 
fying to receive usable questionnaires from 
over half the sample, fi 

One of the difficulties inherent in a 
questionnaire study, or in any other study 
which depends on the co-operation of sub- 
jects, is the extent to which the results ob- 
tained are truly representative of all the 
subjects—both those who respond and 
those who do not. As far as could be de- 
termined from the variables tested, re- 
spondents and nonrespondents in this study 
differ in only one important respect: 
women are somewhat more likely to re- 
spond to the questionnaire than are men. 
It could be assumed, however, that those 
students who are more suspicious, more 
reticent, lazier, less prompt or less con- 
forming to authority are less likely to Te 
turn the questionnaire. If the assumption 
is correct, these factors undoubtedly affect 
the results obtained. Nevertheless the au- 
thors feel that students should not be 
forced to return questionnaires. Such a de- 
mand is likely to result in distorted re- 
sponses and less co-operation in future 
studies and in justifiable difficulties with 
the administration. 

In addition to the difficulties inherent in 
the questionnaire method discussed above, 
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other factors should be considered in in- 
terpreting the results: 1) a larger sample 
of the student body would have yielded 
more reliable results; 2) changes in the 
nature of the student body from year to 
year are to be expected; and 3) some 
» changes may occur as a result of the pres- 
ence of the Psychiatric Service in the col- 
lege. These factors suggest the necessity 
for a follow-up to the present study. Such 

a replication would also permit the study 

of subsamples of the student body (by 

combining the data from the two studies). 

For example, there are undoubtedly differ- 

ences between men and women in the 

variables studied and knowledge of these 

differences, as well as those among other 

groups of students, would be helpful for 
. future planning. 

The results of the present study indicate 
that a large proportion of the student body 
has one or more personal problems. These 
problems often interfere with their studies, 
with other areas of their college career, or 
they interfere with normal day to day liv- 
ing. Although the authors do not have a 
great deal of comparative data from other 
colleges, that which they have from Yale 
University undergraduates indicates that 
the frequency of personal problems at 
SCSC is approximately the same as for 
Yale (2). Thirty-one per cent of the SCSC 
students have a score of four or more on 
the Twelve-Problems Scale, while 24 per 
cent of the Yale students had similar scores. 

A good many of the problems seem to be 
realistic, everyday problems which, although 
troublesome, are solved or improved by 
consultation with friends or parents. Other 
problems seem more internal and need the 
help of professionals. The Psychiatric 
Service is one important resource for deal- 
ing with such problems. At Yale approxi- 
mately 15 to 20 per cent of each graduating 
class come to the Mental Hygiene Clinic at 
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some time. Although the proportion at 
SCSC is certainly much lower at present, 
as the Service becomes better known one 
might expect that a comparable propor 
tion will use it. 


SUMMARY 


In order to assess the nature, frequency and 
severity of personal problems at Southern 
Connecticut State College and to determine 
where students go for help with these prob- 
lems, the authors sent an 18-page questi 

naire to a random sample (one-seventh) 

the student body. The results presented in. 
this paper are based on the responses of the 
115 subjects (52 per cent) in the random 
sample who answered the questionnaire. » 

Approximately two-thirds of the student: 
body have one or more personal problems. 
On the Twelve-Problems Scale, designed to 
give a quick estimate of mental health, | 
almost one-third (31 per cent) reported 
four or more problems. 

The most .frequent personal problem | 
among those listed on the questionnaire 
was “nervousness.” Over one-third (35 per 
cent) of the students indicated they have 
been bothered by nervousness very often 
or fairly often during the past year. 

Relatively few students report any single 
class of problem (as classified by the au- 
thors), but those problems most frequently 
indicated were “realistic” problems of f 
nances, commuting or difficulties with spe 
cific peers. 

Students were more likely to report that 
their personal problem or problems in 
terfered with their studies than with any 
other of the areas of functioning liste 
Thirty-seven per cent of the group ro 
that personal problems interfered Wi 
their studies. i 

Students are more likely to take oa 
problems to some unofficial source of a 
(primarily friends, but also parents 
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others) rather than to some official source 
such as the dean, a faculty adviser, some 
‘other faculty member or the Psychiatric 
“Service. Of those who gave some reason 
for not consulting the Psychiatric Service, 
several did not know of the existence of the 
Service, while a somewhat larger number 
felt, rightly or wrongly, that their problem 
Was not appropriate for such consultation. 
Although data on the incidence of prob- 
lems among college students is not gen- 
rally available, that which is available 
Hou Yale students) indicates that SCSC has 
e similar proportion of students with prob- 
lems, It is to be expected that as the Psy- 
‘chiatric Service becomes better known on 
‘the campus, more and more students will 
pak advantage of its services. 
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JOSEPH H. GOLNER, M.S. 


On the unity of 
religion and psychiatry 


This paper is a theoretical attempt to iden- 
tify common goals of religion and psychia- 
try in coping with some of the problems of 
human existence. In this paper religion is 
defined as any set of doctrines and rites 
whereby man expresses his relationship to 
what he calls God. The particular reli- 
gious point of view represented in this 
paper refers to certain aspects of the Jew- 
ish tradition. 

Psychiatry is here used in a limited sense, 
referring to certain psychotherapeutic in- 
fluences that are brought to bear upon the 
understanding and alleviation of mental 
suffering. The particular psychiatric point 
of view represented in this paper is based in 
part on psychoanalytic theory as further 


Mr. Golner is a Research Caseworker in the De- 
partment of Psychiatry, Massachusetts General Hos- 
pital, Boston. This paper was originally presented 
at the Community Church of Boston as part of a 
course on religion and psychiatry conducted in 
1959. 

1See Klein, Melanie, et al., Developments in Psy- 
choanalysis (London: The Hogarth Press, 1952). 
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developed by Melanie Klein.1 This paper, 
moreover, assumes that what will hold true 
for its particular points of view will have | 
general implications for religion and psy 
chiatry respectively. k 
Perhaps the key to attaining our objec- 
tive lies in the interpretation of a Jewish 
ceremony which occurs annually on the 
eve of Yom Kippur and introduces the Day 
of Atonement. This is the ceremony of 
Kol Nidre of which the Kol Nidre chant 
itself constitutes only one part. Errone 
ously referred to as a “prayer,” the Kol | 
Nidre is really a proclamation addressed to 
God. In it the worshipper nullifies certain 
vows that he has taken. The proclamation i 
reads as follows: 
“All vows, bonds, devotions, promises, 
obligations, penalties and oaths: where- 
with we have vowed, sworn, devoted an 
bound ourselves: from this Day of Atone | 
ment unto the next Day of Atonement 
may it come unto us for good: i all | 
these, we repent us in them. They § Je 
be absolved, released, annulled, ma i 
void and of none effect: They shall noi 


be binding nor shall they have any 

ower. Our vows shall not be vows: our 
bonds shall not be bonds: and our oaths 
shall not be oaths.” 2 


The proclamation seems to be one of 
rebellion and defiance to God. The wor- 
shipper wishes to be released from all oaths 
and promises of loyalty and allegiance that 
he had previously made to God. It is a 
kind of declaration of independence from 
the Yoke of Heaven. Moreover the wor- 
shipper submits his proclamation accord- 
ing to certain legal formalities, for the can- 
tor and two elders of the congregation 
preface the Kol Nidre chant with the fol- 
lowing announcement: 


“By authority of the Court on high, and 
by authority of the Court on earth; 
with the knowledge of the All-Present, 
and with the knowledge of this congre- 
gation, we give leave to pray with them 
that have transgressed.” 


It is as if the cantor and the elders of the 
congregation form a court before which 
the vows contained in the proclamation 
will be annulled. For, according to Jewish 
law, vows that had been made to God could 
Not be annulled except in a court of law. 

One might note in passing that the 
formal preface to Kol Nidre was intro- 
duced in the Jewish ritual at a much later 
date in history for the benefit of the Mar- 
Tanos to whom we shall soon refer in some- 
What more detail. The formal preface le- 
Balized the Marranos’ right to take their 
Places among the worshippers without fear 
of discrimination. The expression “trans- 
‘Sressed’” actually refers to apostates or ren- 
€gades, i.e, the Marranos, who revolted 
against the Jewish faith. And here we have 
4 hint of what is to come in the Kol Nidre 
Proclamation that follows, for the apostates 
®t renegades among the worshippers are 
Not clearly identified and may include the 
Entire congregation, for whom the cantor 
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and the two elders seek forgiveness. Al- 
though the legal procedure postdates the 
Kol Nidre, it nevertheless seems to provide 
an atmosphere of sanction to the defiance 
and rebellion of the old proclamation. 
Having satisfied all the requirements of 
Jewish legal proceedings, the cantor then 
proceeds to chant the Kol Nidre. 

While the proclamation is one of rebel- 
lion and strong defiance, it is accompanied 
by a chant whose feeling content is dia- 
metrically opposed to the verbal one of the 
proclamation itself, for the chant seems to 
express a combination of humiliation, res- 
ignation, submission, guilt and suffering. 
The chant also contains a great longing for 
reunion, reconciliation, acceptance and for- 
giveness. 

Having submitted the proclamation of 
Kol Nidre, the worshipper immediately 
petitions God's forgiveness. The cantor 
and congregation make the following dec- 
laration: 

“And all the congregation of the chil- 

dren of Israel shall be forgiven and the 


stranger that sojourneth among them: 
for in respect of all the people it was 


done unwittingly.” 

The cantor then chants the following 

prayer: 

“Pardon, I beseech thee, the iniquity of 
this people according to the greatness of 
thy mercy, and according as thou hast 
forgiven this people from Egypt even un- 
til now.” 

To this plea the congregation responds: 
“And the Lord said, ‘I have forgiven ac- 
cording to thy word.’” j 
The Kol Nidre ceremony thus consists of 

a legal procedure, a chanted proclamation 


2 This translation and all subsequent ones quoted in 
this paper are taken from Adler, Herbert M., Syna- 
gogue Service for New Year and Atonement (New 
York: Hebrew Publishing Company, 1930). 
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and prayers of penitence. We are con- 
fronted by a succession of conflicting feel- 
ings and moods—rebellion and defiance on 
the one hand; remorse, guilt, atonement 
and hope for reconciliation on the other. 
The object of all these conflicting feelings 
is God, the representative of patriarchal 
authority. Obviously such bold expression 
of defiance and rebellion is considered to 
be a sin and is thus a source of great pain 
and conflict to the worshipper, as expressed 
in the poignant, tragic melody of Kol 
Nidre. 

In the fifteenth century the Kol Nidre 
ceremony was given a new meaning by the 
Jewish people, who were then subject to 
religious persecution at the hands of the 
Spanish Church. The Inquisitors of that 
day forbade Jews to practice their religion 
under penalty of death and compelled them 
to take vows that they would disown all 
ties and allegiance to Judaism. To avoid 
physical torture and death many Jews took 
these vows but practiced their religion in 
secret. The Spanish Church called them 
“Marranos” which means “swine” in Span- 
ish. 

At their first opportunity for religious 
freedom (when the pressure of the Inquisi- 
tors was lifted), the Marranos were eager 
to practice their religion openly once again 
and assert their Jewish pride and identity. 
But an important obstacle remained in 
their way. The vows that they had taken 
to give up all allegiance to Judaism were 
still binding on them. They could not per- 
mit themselves to observe their religion 
with clear conscience. 

To gain relief from their painful di- 
lemma the Marranos sought the assistance, 
strangely enough, of the Kol Nidre cere- 
mony itself. What the Marranos did was 
give a new meaning to the old proclama- 
tion. They replaced the old object with a 
new object and gave the old vows a new 
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interpretation. What had been a proclama. | 
tion of defiance and rebellion against God 
now became a proclamation of defiance 
against the Spanish Inquisitors. Annul- 
ment no longer referred to vows of al- 
legiance to God, from which the Worship- 
per wished to be released. Annulment now 
referred to vows of disallegiance to God 
from which the Marranos wished to be re- 
leased. And what was formerly considered 
to be a source of great pain and conflict, 
i.e., defiance to God, was now a source of 
pride, for defiance and rebellion against 
the Spanish Inquisitors was a sign of self- 
respect. Having annulled the terrible vows 
that they had been forced to make to the 
Spanish Inquisitors, the Marranos were 
finally able to achieve atonement with their 
God. 

The Marranos and the Inquisitors have 
long disappeared from the scene of history. 
Yet the Kol Nidre ceremony still holds a 
powerful appeal for Jews living in modern 
democratic America, far removed from the | 
autocratic regime of medieval Spain. The 
Kol Nidre chant itself evokes a symp 
thetic response in every heart, whether or 
not it understands the language of Kol 
Nidre, whether or not it accepts the values 
of the Marranos. For who has heard the 
poignant melody of Kol Nidre and not 
been moved? j 

It seems, then, that if we can under: | 
stand the deeper meaning behind the Kol 
Nidre ceremony and its universal human 
appeal, we will have come one step closet | 
to identifying the common goals of mi 
ligion and psychiatry in dealing with 
some of the problems of human existenc 

There are two main ideas expressed in 
the Kol Nidre ceremony as we have intet 
preted it, for it lends itself to more hag 
one interpretation. The first idea 18 
struggle with inquisitors, not as the 4 
ranos defined “inquisitors,” but 1™ 


Ee 


original meaning of Kol Nidre, i.e., de- 
_ fiance against God, the representative of 

patriarchal authority. The second idea ex- 

pressed in the Kol Nidre ceremony is the 
theme of atonement. 
We may now be in a position to locate 
the focal point on which psychiatry and 
teligion converge, for the two religious 
ideas, struggle with inquisitors and atone- 
ment, appear to correspond respectively 
to the two successive stages of emotional 
development which—in the psychiatric 
_ viewpoint of this paper—man must experi- 
ence individually and collectively in the 
course of his growing up. 

The first stage—struggle with inquisitors 
_—is perhaps symbolically represented in 

the Biblical account of the fall of man in 
the Garden of Eden. This represents the 
time of man’s life when he experiences the 
shock of a strange new world. He is then 
| beset by many internal fears which, in his 
imagination, take on the form of terrible 
creatures intent on persecuting him. 

Man’s fears and persecutors disappear 
when his parents satisfy his various needs, 
_ for at this stage in his growth man identifies 
his parents solely with their physical ca- 
" Pacity to fulfill his needs, as if this were the 

esence of their whole persons. But man 

cannot always get what he needs or as much 
as he needs. As a result he feels intense 

Tage and resentment toward the very same 
Parents who give him what he needs. In 
Other words man hates the very ones he 
loves. He is thus torn between powerful, 

Conflicting feelings of hate and love toward 

his parents.. To solve his great dilemma 

Man splits his parents into “good” parents 

or “gods” and “bad” parents or “inquisi- 
tors” whom he recognizes as his old perse- 
‘CUtors, 

Man says to himself: “It is the ‘good’ par- 
ents or the ‘gods’ who give me what I need, 
A is the ‘bad’ parents or ‘inquisitors’ who 
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rob me of what I need.” As a result man 
must destroy the “inquisitors” in order to 
survive. But if man seeks to destroy them, 
“they” will retaliate. He must therefore re- 
double his efforts to destroy the “inquisi- 
tors.” And so man has created a vicious 
cycle from which he cannot escape. He be- 
comes engaged in a great witch hunt. He 
seeks inquisitors everywhere. 

The growing pains of man, the limited 
perception of his parents and his fears of 
the persecuting inquisitors have all been 
succinctly expressed in a Jewish legend 
which states that Adam was expelled from 
Paradise on the same day on which he had 
been created. The same Paradise which 
had been the unlimited source of man’s 
needs suddenly becomes a persecuting angel 
who brandishes a flaming sword—at the 
very moment that man consumes the fruit 
of knowledge and life in an attempt to be- 
come omnipotent as God. 

To facilitate his search for inquisitors as. 
well as to protect himself from his own 
destruction, man splits himself into two 
opposing parts or groups. He identifies 
himself with one and the inquisitors with 
the other. Excluding his own group, man 
may identify the inquisitors with one or a 
combination of various kinds of groups. 
“They are the inquisitors” who rob him of 
what he needs and must be destroyed, as if 
their destruction will give him what he 
needs. Ironically the inquisitors whom 
man seeks to destroy include his own 
group, for man, in turn, becomes an inquisi- 
tor for all those whom he calls inquisitors. 

The Marranos must have become in- 
quisitors for the Spanish Church at the 
very moment that the Spanish Church be- 
came Inquisitors for the Marranos. The 
paradox is that the very God of the Span- 
3 From Ginzberg L., The Legends of the Jews (Phila- 
delphia: The Jewish Publication Society of America, 
1909), Vol. 5, p. 107. 
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ish Church, Jesus, whom the Marranos 
were forced to worship, was none other 
than their coreligionist, for Jesus was a 
Jew. To put it in the language of the 
Spanish Inquisitors themselves, the God of 
the Marranos—the Jewish God—was an 
old and harsh father who had outlived his 
usefulness and had to relinquish his Di- 
vinity to his son, the God of the Spanish 
Church. It was as if man split God into 
two parts, just as he split his parents, a 
“good” or true God on the one hand and a 
“bad” God on the other, both Gods forever 
engaged in mortal combat. 

But man did more than split his God. 
He equated the entire meaning and essence 
of God with the physical, external image of 
a human figure. Thus the Spanish Church 
set up Jesus—and, in effect, set itself up—as 
an idol whom it forced the Marranos to 
worship. Like Adam before it, the Spanish 
Church fell into the error of wanting to be 
as God with omnipotent powers, including 
the power to destroy those who would chal- 
lenge the divinity that it had usurped. 

The search for inquisitors and the emer- 
gence of polytheism, idol worship and 
murder chiefly characterize man’s first 
stage of emotional development. 

The second stage of man’s development, 
atonement, gradually replaces the first stage 
of his development. The transition is not 
easy and our neat and calm formulation 
belies what actually happens. The real 
situation might be more accurately repre- 
sented by the Biblical account of the Flood. 
The wickedness of that generation, the 
unique righteousness of Noah, the subse- 
quent destruction of all life and God’s res- 
cue of Noah, his family and animals—all 
this might well symbolize man’s internal 
emotional upheaval as he struggles to enter 
his second stage of emotional development. 
The stage of atonement is characterized by 
man’s ability to bring together his con- 
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flicting feelings of love and hate toward his 
parents. He no longer splits them into 
good parents or gods and bad parents or 
inquisitors but he sees them as unitary hu- 
man figures. As a result man feels guilty | 
over what he has done to his beloved par- 
ents, for to the child in man the wish is 
the same as an act, It is as if man’s rage 
and resentment actually brings about the 
destruction of his parents. Man feels bad 
and he wants to resurrect those whom he 
has destroyed. 

Man restores his parents by means of 
great sacrifices. He creates; he works; he 
learns. In this way he continually makes 
reparation for the damage he has caused 
his beloved parents. By creating, working 
and learning man continually brings them 
back to life and keeps them forever with 
him, not in their physical or human form 
but in their values, aspirations and ideas, 
But reparation and restoration is difficult 
and slow. Atonement, reconciliation and 
forgiveness are not always possible, for the 
days of man’s parents are limited. The 
task of reunion, acceptance and atonement 
must be therefore left in the hands of a 
other power who is not bound by the bonds 
of humanity but is, in fact, its creator” 
the master of life and death—whom man 
calls God. He is the one who will accept 
man no matter how painful his suffering, 
how slow his growth. y 

If polytheism was the outcome of mani 
splitting his parents, then the great discov 
ery of monotheism comes with the unifica 
tion of man’s parents, for the exit of the 
inquisitors makes way for the arrival 0 
God in the heart of man. And if there are 
no inquisitors there is no need to split m 
into parts or identify the inquisitors W f 
various kinds of groups. The father-Go® 
of the Marranos and the son-God si a 
Spanish Church have now bee q 
united, for in elevating the Son, wie 


_——— 
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the embodiment of mercy, to the Divine 
level of His Father, who is the em- 
bodiment of Justice, Christian tradition co- 


_incides with Jewish tradition in conceiving 


of God as the synthesis of Adonoy—mercy 
—and Elohim—justice. Unity is thus re- 
stored to man and God. 

Again we realize that our neat and calm 
formulation belies the great suffering, an- 
guish and hard work that goes on inside 
the mind of man as he struggles toward 
maturity. Perhaps some of this can be con- 
veyed by the moving Biblical account of 
the sacrifice of Isaac. In this account one 


_ can experience Abraham's anguish as he 
sets out to sacrifice his only beloved son to 
| God. But the voice of God intervenes at 


the appropriate moment, provides another 
kind of sacrifice, effects the resurrection of 
Isaac and brings about the reconciliation 
of father and son. 

Sacrifice, atonement and monotheism 


' thus mark the climax and fulfillment of 


man’s second and final stage of emotional 
development. 

It is obvious that individual and collec- 
tive man does not reach maturity without 
the help and love of his parents, teachers 
and prophets. If man receives insufficient 
guidance he, at worst, may never leave the 
first Stage of his development, or, at best, 
he may never complete the second stage of 
his development. Man thus becomes what 
has been called “estranged” from God. 
Such estrangement is effectively described 


“Ma moving, tender passage which the 


‘antor chants in the Jewish New Year serv- 


_1ce. This classic prayer represents God as 


talking to man in much the same way that 
4 father chides his young son, whom the 
author of the prayer identifies as Ephraim. 
God is speaking: 
“Thus saith the Lord, I remember for 
thee the kindness of thy youth, the love 


Unity of religion and psychiatry 


GOLNER 


of thine espousals: how thou wentest 
after me in the wilderness, in a land that 
was not sown. And it is said, Neverthe- 
less I will remember my covenant with 
thee in the days of thy youth. And I will 
establish unto thee an everlasting cove- ` 
nant. And it is said, Is Ephraim my dear 
son? Is he a pleasant child? For as often 
as I pe against him I do earnestly 
remember him still: therefore my heart 
yearneth toward him; I will surely have 
mercy upon him, saith the Lord.” 


God is thus represented as longing for man’s 
reconciliation and atonement. 

In summary, we have attempted to iden- 
tify common goals of religion and psychi- 
atry in coping with some of the problems 
of human existence. The points of view 
representing religion and psychiatry have 
been based in part on the Jewish and 
psychoanalytic traditions. But in reflecting 
upon the method of attaining our objec- 
tive, it seems that we have tended to in- 
terpret what is religious in the light of 
what is psychiatric. On the other hand, 
we have used a religious background to 
illuminate psychiatric understanding. Thus 
it has often been difficult to determine 
where religion began and psychiatry ended. 
One is therefore tempted to conclude that 
if our objective was to identify the com- 
mon goals of religion and psychiatry, our 
method of approach was to reveal the in- 
terdependent nature of their relationship. 
To put it in the metaphor of the Jewish 
poet, it is as if religion and psychiatry are 
inextricably joined as they both lay their 
hands on the shoulders of man and say to 
God in unison: “We have returned your 
son Ephraim to you.” 
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The effects of an activity 


INTRODUCTORY NOTE 


The plethora of published writings about psycho- 
therapy for chronic psychotics sets forth clarion 
calls for action, theories—and often cliches—about 
what should be done, and well-nigh as many 
methodologies as there are authors. All too few 
are articles which tell specifically about what has 
been done with good effect. 

The writer of “The Effects of an Activity Pro- 
gram on Chronic Psychotic Patients” reports a sig- 
nificant project. A woman of skill and infinite 
patience who admirably empathizes with severe 
schizophrenics, she spent her time diligently and 
enthusiastically with her charges, Her story is a 
warm and stimulating account of their doings and 
accomplishments. It may be read with interest 
and benefit by all those who would serve a long- 
neglected segment of the population of the typical 
neuro-psychiatric hospital—Francis H. Deter, Ph.D., 
Chief, Psychology Service, Veterans Administration 
Hospital, Murfreesboro, Tenn. 


Four years ago the Exercise Therapy Section 


Cid he ee ee 
Miss Hitt is a Corrective Therapist at the Veterans 
Administration Hospital, Murfreesboro, Tenn. 
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a program on chronic 


psychotic patients) 


of the Physical Medicine and Rehabilitation 
Service at the Veterans Administration 
Hospital in Murfreesboro, Tenn., selected 
for study 13 of the youngest and most 
functionally deteriorated patients from 4 
chronic, disturbed ward. The selected pa 
tients were scarcely able to participate 10) 
any kind of interpersonal relationships: 
They manifested indifference toward their 
own welfare and very little interest in theit 
surroundings. The plan was to have thes¢ | 
selected patients undergo an intensive 4 
tivity program over a sustained period 2 
time in order that they might associate vig 
a permissive, accepting female nee 
and eventually effect therapeutic iden 
cation. : 

The supposition was that this groa 
would show positive rehabilitative resu 


if it could have a multiple play-work a 
tivity program in a co-operative ae 
with ample opportunity for participati 


————— 


in sympathetically-conditioned real-life sit- 
uations. The goal was to bring about 
changes in attitude, greater ability to com- 
municate and an increase in socially accept- 
able behavior. 


DESCRIPTION OF THE GROUP 


` When two nursing assistants (aides) and 


the therapist first began activities with 
these chronically ill patients—all of whom 
were diagnosed as “schizophrenic reactions” 
—one could hardly think of them as a 
group. With the exception of one patient 
whose talk was loud, repetitious, irrelevant 
and incessant, all of them were virtually 
mute and out of contact with reality. Most 
of them were “soilers.” Some often tore 
their clothing to shreds, 

Because the members of the group pre- 


< sented unusual and varied patterns of in- 


dividual behavior, they were difficult to 
supervise in outdoor walks. One patient 
continually ran ahead of the group, mak- 
ing incoherent noises and laughing inap- 
Propriately. He was apparently inaccessi- 
ble and he could not take directions. He 
avoided the face and eyes of anyone who 
spoke to him. He was apt to urinate openly 
and indiscriminately. On the other hand, 
4 second patient lagged to the rear, often 
lying down and continually needing to be 
Prodded along. Another patient had a 
mannerism of bending down to kiss the 
ground at regular intervals. Two others 


_ Were rigid, one of them statuesque. Al- 


Most all of them, preoccupied and listless, 


Wandered aimlessly. 


ACTIVITIES AND TECHNIQUES 

A Variety of activities was used for admin- 
Steting the group process. Included were 
Walks, bus rides, creative rhythm and music 


“sions, swimming periods, indoor gym- 


Rastics, gardening and visits to the library. 
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A Walk 


A walk can be many things. Its effec- 
tiveness as therapy is determined by the 
mood of the group as well as by the inter- 
est and physical condition of the individual 
member. In the beginning these patients 
hiked at a fast pace. It was as though they 
were hyperkinetic because of their intense 
anxiety, as though they were fleeing from 
an unseen threat. It soon became evident 
that the rougher the terrain they covered, 
the farther from the hospital they traveled, 
the greater was the impact of environ- 
mental reality upon them. One incident 
will serve to illustrate this development. 
In a secluded byway, the patients had 
climbed a fence and had alighted in mud 
on the other side. Each patient, without 
instruction, stopped at the next dry spot 
to clean his shoes. None of these men had 
previously shown such initiative on the 
ward. The significance of this observation 
may be far-reaching. It suggests that the 
“artificiality” of the hospital setting some- 
times marshals against reality-testing. 

During this activity the patients had 
their first opportunity for regular and pro- 
longed association with a female other than 


- the ward nurse (identified in their minds 


with authority). Their first reaction was 
one of fear and insecurity, They had 
to test the therapist before they could trust 
her and before they could feel themselves 
accepted by her. i i 
Although the therapist had examined 
the patients’ clinical records thoroughly, 
the walks made possible a clearer and more 
realistic understanding of each individual 
in the group. She was empathizing with 
behaving human beings. It became im- 
portant that her role in the experiment be 
made clear. She helped to allay the pa- 
tients’ anxieties by using their surnames 
only until they began to feel less threat- 
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ened by her. She called each of them “Mr.” 
She used no pressure to get them to talk. 
She made impersonal comments. She men- 
tioned the colors of leaves, a flower in the 
pathway, changes in the natural surround- 
ings. When a patient did volunteer con- 
versation, he was encouraged to continue 
by reflections and nonverbally communi- 
cated approval. Many times the therapist 
sifted from the patient’s irrelevancies what 
seemed to be his meaning. Then she tried 
to restate it openly, continuing the inter- 
play of fancy or idea as long as it seemed 
worthwhile. The talks often revealed de- 
lusional ideas (on which the therapist kept 
notes) peculiar to the particular patient. 
She eventually turned the conversation to 
reality, where possible. 

Initially the group was so dilapidated 
that it was possible to note changes or 
growth in their ability to relate themselves 
only by nonverbal communication. One 
man’s reaction to the therapist, for exam- 
ple, might be measured only by a slight 
movement of his body, by a facial expres- 
sion or in pantomime. Group feeling 
among the members seemed slight. How- 
ever, efforts were made to motivate re- 
sponses by posing choices to the members: 
for example, which direction to choose for 
the walk. 

Although the therapist and the aides 
centered their attention on the patients, 
these attendants soon began to work to- 
gether harmoniously, sharing and exchang- 
ing ideas as their interest in the project 
mounted. Their spirit of co-operation 
helped the patients develop a greater feel- 
ing of security. On one occasion the thera- 
pist worked through an aide to reach a 
patient who definitely wanted her help but 
would not tolerate her near him. This 
patient had passed from a state of depres- 
sion and muteness to a reaction of extreme 
agitation in which he writhed and rolled 
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his eyes. However, he very apparently was 
listening to the therapist’s words as she 
tried to calm him. The aide approached 
the patient and spoke gently to him: “Did 
you hear Miss H... tell you to talk and 
get relief? You’ve sat too long all bottled 
up and quiet. Come on and just talk.” 
The therapist was able to come gradually 
closer as the aide talked. The following 
day the patient allowed her to come near 
and he talked to her without the aide’s 
help. In other cases patients showed the 
ability to relate more efficiently to the fe- | 
male figure. Then the therapist shared her 

relationship with the aide. 

Nearly five months of activity were re- 
quired before any patient began to express 
himself verbally. Group feeling and iden- 
tification, however, were manifested much 
earlier. Before he was able to speak, one 
patient began to establish himself as a 
leader by communicating—with gestures— _ 
his suggestions and choices for group ac- 
tivity. The walks continued to be a means 
for relieving tension. 

At this time a female psychiatrist began to 
hold sessions with half the group. The ther- 
apist attended these meetings but did not 
actively participate. Most of the patients 
began to verbalize almost spontaneously. | 
Well-nigh immediately they started to talk 
with the therapist. The result was that the 
walks became more leisurely and eventu- 
ally—along the way or resting in the shade 
of a meadow tree—some patients became 
comparatively adroit in expressing them- 
selves symbolically. Of course, some talked 
earlier than did others and two remained 
mute. 

Creative Rhythm and Music Sessions 

The first suggestion that came directly 
from the patients came unexpectedly after 


they had been attending a music ae 
The musician who usually played the © 


gan or piano was absent. The patients 
were allowed a choice of taking a walk or 
going to the music room where, with only 
the aide and therapist present, they could 
have the room to themselves and could 
choose and play their own records. One 
patient expressed surprise and anticipation. 
He volunteered the information that he 
had not played a “Victrola” in 20 years and 
wondered whether he would remember how 
to operate it. It was obvious that he was 
excited and felt challenged. Although 
blocked somewhat and in spite of rigidity 
of manner, he was able—with help—to op- 
erate the record player. Other individuals 
in the group made selections when the 
albums were given them. 

Although music seemed to make the pa- 
tients more accessible, it was difficult for 
them to relax and “feel the rhythm.” How- 
ever, after several months in the music ac- 
tivity they were able to dance as a group. 
Initially it was necessary for the therapist 
and aides to work the patients’ arms to the 
thythm of the music. Often these patients 
would respond to a quick jig after they 
had listened to the slow rhythm of several 
classical records of descriptive music. It 
Was conjectured that the cumulative ten- 
sions stemming from inactive listening were 
finding motor release. 

A favorite record chosen by the patients 
Was one called “You Are My Sunshine.” 
It had emotional connotation for them. 
Perhaps it played upon their repressed 
longings for a girl of their own and a 
normal life. This is borne out by thoughts 
they later expressed in confidence to the 
therapist. One patient would repeat the 
Words in unison with the vocalist on the 
record: 
peo i OAF eee 
1 Copyright 1940 Peer International Corporation. 
Copyright 1957 Peer- International Corporation. 

sed by permission. 
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“The other night, dear, as I lay sleeping, 
I dreamed I held you in my arms. 
When I awoke, dear, I was mistaken, 
Then I hung my head and cried.” 1 


There were some interesting responses. 
One patient did solo dances, whirling and 
spinning wildly and later running to the 
therapist and whirling her by the hand in 
a fast waltz rhythm. 

Another patient manifested hysterical 
symptoms. He said he was paralyzed and 
could not walk. The therapist spent one 
whole morning leading him and talking to 
him. She also had the Chief of Exercise 
Therapy massage him and exercise him. As 
she took him back to the ward, she sud- 
denly broke into a song with a strong march 
rhythm. The patient chuckled and began 
marching in a spontaneous manner. The 
therapist used this same technique with 
a rigid schizophrenic patient who was so 
much out of contact and so apathetic and 
slow that he had to be pushed along. He 
marched rapidly when she sang a strongly 
accented rhythm and led him. 

The best plan seems to be to have them 
listen first to classical records of slow rhythm 
with a definite tune. Then, when square- 
dance music—which is almost all pure 
rhythm—is played, they dance with evident 
pleasure and make up their own steps. 
They show more relaxation after music. 
The activity offers an opportunity for the 
therapist to find out when a patient is los- 
ing some of his tension. The heaviness and 
stiffness of the hands and arms disappear 
gradually and he is able to become more 


spontaneous. 


Canteen 


Permission for hourly visits to the can- 
teen once each week grew out of a com- 
ment sifted from the irrelevant conversation 
of a patient passing by it one day. Al- 
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though the patients at first showed some 
apprehension in the canteen, they gradu- 
ally responded to the freedom of unlocked 
doors while sipping their drinks and watch- 
ing the crowds. They had to relearn the 
use of the Nickelodeon and Coca-Cola ma- 
chines and how to spend their canteen 
coupons. Each patient was allowed to move 
at his own pace. 
Finger Painting 

The use of finger painting is another 
tool used successfully in activating the 
chronic patient. Many times this is a slow 
process, however, and encouragement by 
actually moving the patient’s hand in the 
paint until he gets the “feel” of it is some- 
times necessary. Music, along with the per- 
missive atmosphere, helps with some. A 
great deal of time must be devoted to ma- 
nipulating the patient’s hands in the paint 
to the rhythm of the music. Gradually 
rigidity seems to recede sufficiently to allow 
him to fingerpaint alone. 

Two primitive methods were involved 
here—the beat of the music and the touch 
of the paint as they squeezed and manipu- 
Tated it. They played in it as children 
make mud pies. Two of the patients who 
exhibited marked progress in spontaneity, 
simultaneously ceased habitual and public 
masturbation. Although other factors may 
be involved, it is difficult not to conclude 
that the finger painting activity served in 

_ some respects as a substitute for self-erotic 
indulgence. 
‘ Gymnasium 

Activities in the gymnasium were not 
planned recreational outlets for the pa- 
tients. Instead, the facilities were used to 
meet the needs of the patients as they in- 
dividually showed an inclination to partic- 
ipate or as a therapeutic aid. Some pa- 
tients who otherwise would have been a 


268 


management problem were allowed to vent | 
their hostility on the punching bag. Time 
spent in the gymnasium was extended as 
the patients became more active and inter- 
ested in their surroundings. 


Swimming 

To this group of patients swimming was 
more than a source of the pleasure usually 
derived from such activity. The hyperac- | 
tive patient worked off his tension by con- 
stantly diving and swimming from one end | 
of the pool to the other. The catatonic pa- 
tient relaxed as he stood in the warm water. 
He would swing his arms back and forth in | 
the water, only to resume his statuesque 
rigidity on leaving the pool. As the patients | 
became more conscious of their surround- 
ings, they demonstrated an element of unity 
and comradeship in the pool. There were 
slow, shy displays of teasing, affection and 
friendliness and other manifestations of 
group interaction. 


Bus Rides 
The nature of the bus rides varied as | 
the needs of the group changed. In the 
beginning the trips were through the coun- 
tryside. There was. no group feeling. In- | 
stead, the patients seemed withdrawn and | 
preoccupied in spite of the therapist’s and 
the aide’s efforts to draw them out by 
pointing out in “sight-seeing fashion,” the ~ 
observable activities of people along the 
way. As with the walks, it was not until 
the patients could be drawn into active 
participation that the bus ride became 
meaningful and therapeutic. 
A trip to the city for a meal was planned, 
and the patients were permitted to draw | 
funds from their hospital accounts to pay | 
for their food. To test out the current 
progress of the patients and to stimulate 
them toward greater responsibility for 
themselves, we allowed, them to keep their 
own money. 
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The proprietor of the drive-in cafe 
(whom the therapist had talked with ear- 
lier about the project) gave splendid co- 
operation in helping the patients feel that 
they were being given good service when 
the “chicken-in-a-basket” meal was served 


their lunches outside the hospital was con- 
spicuous but varied. Some were unable to 
eat but others seemed to relish the change 


on the bus. 
Responses to the experience of buying 


in menu and atmosphere. While each was 
encouraged to pay for his own meal, all 
were not able to do so, Some showed pride 
_ and gained self-confidence from this new 
challenge, but a few were unable to accept 
the responsibility. Two had thrown their 
money from the bus window enroute to the 
city. Another concealed his money until 
after his return to the hospital; then he 
destroyed it. The dynamic significance of 
losing, hiding or marring money seemed 
to involve refusal to accept challenges 
which threaten frustration, rebellion 
against implicit demands that reality be 
faced and many other variables. 
There were other bus trips to the city, 
but in the main the rides became shorter 
and were confined to small towns and rural 


interest in other activities by getting these 
Men in contact with new places and a 
Variety of things under circumstances which 
facilitated their concern and alertness. 
Once they willingly gathered walnuts with 
the incentive of making candy later. The 
Anticipation of carrying out this project 
brought about mixed feelings of desire and 
fear, Their ambivalence was particularly 
- *centuated by the prospect of making the 
_ ‘andy in a private home in the community. 
Yet when the time came and they were 
Siven encouragement, they made their own 
: ‘andy and served their own drinks. 


Sections. 
These junkets served admirably to arouse 
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To give the patients further opportunity 
for being in a family home situation, the 
therapist invited them to her own home at 
Christmas. Although they enjoyed the cake 
and coffee, their pleasure seemed to be 
mainly derived from the relaxing atmos- 
phere of home surroundings. 

Generalizations may be made on patient 
behavior and the therapist’s technique of 
treatment on the bus rides. When stop- 
ping for refreshments at a rural store, the 
patients could not be induced, at first, to 
leave their seats, but they showed interest 
when the therapist described the store and 
the happenings inside. Eventually those in 
better condition accompanied the aide or 
therapist inside. Their resistance came not 
only from a fear of facing something they 
had long avoided, but also from the ex- 
treme effort necessary for them to make the 
first step toward community living. To 
ease their anxiety and to motivate them, 
the therapist recognized their level of abil- 
ity to move alone and attempted to help 
them to experience vicariously that which 
they could expect to meet. { 

The patients were not the only ones wh 
had to be educated, Here was an op- 
portunity for better public relations and 
for practical interpretation of mental ill- 
ness to a segment of the public, Merchants 
and other customers at country stores often 
showed curiosity, fear and lack of under- 
standing. They carelessly offered warm 
Coca-Colas when cold ones were not in 
sufficient supply to fill the order; they sug- 
gested that the patients would not know 
the diference. These attitudes seemed to 
change as they recognized through inter- 
pretation and further experience that the 
patients have feelings, intelligence and 
rights. Their attitude is now more hospita- 
ble, sincere, respectful. Their treatment 
of the patient now resembles their reac- 
tions to their other valued customers. 
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Psychotherapy 


It had been evident for a long time that 
this group needed professional psychother- 
apy which the therapist was not fully 
trained to give. A psychologist met in 
weekly, joint meetings with the group and 
gave this type of treatment; he also gave 
private consultation and guidance to the 
therapist. This psychologist utilized the 
established relationship of the therapist 
with the patients and integrated her knowl- 
edge of them into the professional psycho- 
therapeutic approach. More and more the 
patients freely discussed their feelings about 
their illnesses and their hospitalization. In 
many cases the psychologist was able to re- 
phrase their barely intelligible “scattered” 
language to help them to communicate and 
gain understanding. The fact that they 
were being understood encouraged them 
to try more extensive and coherent verba- 
lizing. It seems that the beginning of un- 
derstanding or at least the faintest insight 
into their own problems was an important 
development as the psychotherapy pro- 
gressed. The therapist and aide attended 
all of these meetings. 


Group Dynamics 


These psychotic patients had no choice 
about being assigned to the group. At the 
outset the therapist meant many things to 
them, and they were quite distrustful. 
Some showed fear. At times the therapist 
was threatening because she was a woman. 
To a few she was a stranger thrust upon 
them without their knowing why she was 
there, Yet eventually she was able to help 
the group feel that she was an accepting and 
permissive person, and a relationship de- 
veloped between her and each patient. 
Some became overtly responsive. Others 
remained mute but showed positive re- 
sponses by actions. 
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Little real group feeling or unity was 
observable until about eight months after 
the group was organized. 

Shortly afterward there seemed to be more 
alignments and alliances within the group, 
It was then that the addition of a new mem- 
ber seemed to become upsetting. Even more 
disturbing was the unexpected loss of a 
member of the group when he was trans- 
ferred to another ward. Sometimes the pa- 
tients projected their feeling of anxiety by 
generating hostility toward the therapist. 
They often lapsed into their former pat- 
terns of behavior when they felt insecure. 
Then they were helped to verbalize their 
hostility, their frustration and their fear 
that they might be forsaken. It was only 
after the therapist had talked with one 
former patient (and brought back from 
him word that he was happy where he was) 
that she could convince the group that his 
move had been one of promotion and 
advantage for him. 

Although the group members gained se 
curity from the therapist's accepting atti- 
tude, it was necessary that they also look 
to her for protection against their own 
hostility. 

Although the therapist gave encourage 
ment and opportunity for oral expression 
from members of the group, this was po 
sible only in the form of fragmentary com : 
ments by a few. Others were only able to. 
show their feelings by their changing ex: 
pressions and actions. Final agreement Was 
reached that to protect the individual p 
tient as well as the group, it might be neces: 
sary for those who might be unable to com 
trol their hostile feelings to remain on the 
ward at times. This “agreement” On i 
part of the individual members was bal 
result of fragmented and reluctant Bae 
izations provoked by the therapist. in! 
therapist submitted to each patient, Hi: 
turn, the dilemma posed by displays 


“hostility. She evoked mostly scattered, ran- 
dom language from most and from two 
new members of the group, only displeas- 
‘ure and negativism. From the clear-cut 
‘Statements elicited from at least four sepa- 
Tate members of the group, however, the 
distinction between “wanting to hit” and 
being unable “to keep from hitting” was 
Verbalized. It was agreed that at times he 
who was too sick to go (who couldn’t keep 
from hitting) should have to remain on 
the ward. The conclusion was stated by 
| the members of the group themselves. 

© The relationship between the group and 
therapist became so close that they were 
Willing to trust her with their innermost 
thoughts about their delusions and their 
‘personal problems. They apparently 
‘Wanted to share these with the therapist so 
‘that she might better understand their feel- 
ings and compulsions. 


SUMMARY 

This paper, which is concerned with four 
years of daily contact with a given group 
of chronic, psychotic patients, shows the 
‘Use that can be made of activities to bring 
Patients from dilapidated and regressed 
Status to more normal speech, feeling and 
Behavior. It demonstrates the gradual de- 
velopment of group cohesiveness and posi- 
tive relationships and group feelings. 

_ Activities were gradually widened in 
Scope and complexity. To meet the grad- 
ual change in the therapeutic needs of the 
‘Patients, techniques were developed by ex- 
‘Petimentation, by formal learning and 
through conferences with other profes- 
sional personnel. 

_ Timing and sequence of activities were 
iy This is validated when it 1s 
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test out and become more comfortable with 
the therapist. 

Creative rhythm makes the patients more 
accessible. It helps them to develop and 
express feeling in a nonverbal manner. 
Trips to the canteen help bring the pa- 
tients from the isolation of a subgroup to 
the community life within the hospital. 
Finger painting activates the passive pa- 
tient and provides for catharsis. For some 
patients, unplanned and self-chosen activ- 
ity in the gymnasium helps work off hostil- 
ity, and for others play group activity helps 
in resocialization. Educational movies 
foster helpful vicarious experiences and 
concentration on reality situations, 

The progressiveness and increasing com- 
plexity of the group activities used in this 
experiment were based on the patients’ 
changing conditions and their improve- 
ment in ability to participate. At the end 
of four years this group was no longer as 
passive as it was at the outset, and the ma- 
jority had improved in their ability to so- 
cialize, to act independently and to behave 
somewhat normally. They were able, to 
a degree, to converse with others and to 
participate in activities somewhat spontan- 
eously. 

Originally the members of this group 
included the soiler, the chronic psychotic 
with various mannerisms and hopeless, 
fearful, distrustful attitudes and the passive 
patient, each in his own delusional world, 
It is believed that substantial progress was 
made in aiding them to become more 
friendly, more interested in themselves and 
their worlds and more willing to strive to- 
ward rehabilitation, Perhaps future re- 
search, which is direly needed in the area 
of the treatment of chronic psychotics, will 
isolate the factors of therapeutic benefit— 
a task beyond the scope of this study and 
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JOOST A. M. MEERLOO, M.D. 


The psychology off 
democratic freedom 


INTRODUCTION 


Thanks to the science of mental hygiene we 
have become more and more aware that the 
individual in his normal and abnormal 
behavior is intrinsically tied up with his 
environment. Society molds him and he 
transfers his individual suggestions onto his 
society. This subtle mutual interdepend- 
ence points at the fact that political ide- 
ologies condition man’s mind for the good 
or for the bad. 

The manner in which mental disorders 
are treated is an indication of man’s humane 
or biased attitude toward his fellow man. 
Public irresponsibility for mental disorders 
is a product of immature democracy in 
which personal rights are egotistically de- 
manded, but responsibilities to fellow men 
are neglected or denied. That is why I 


Dr. Meerloo is a practicing psychoanalyst in New 
York City. He is also a consultant to the United 
Nations and teaches political psychology at the 
New School for Social Research in New York. 
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want to investigate what this multicolored 
word “democracy” signifies to those working 
in the field of mental hygiene. 

What democracy means to man—whethet 
it is a burden or whether it represents the 
optimum of man’s strivings—can only be 
determined by contrasting democracy with 
a theoretical counterpoint called, for lack | 
of a better word, totalitarianism. 

The totalitarian state, rooted in mutual 
participation and strict conformity, 18 oe 
tinually driving out man’s private opinioni 
and convictions. It is actually afraid %4 
individual ideas. In the police state the | 
most tyrannical form of totalitarianism, a 
dependent thinking is considered a danger : 
ous form of action. Man’s inner prep® 
ration for action, the concept of thought n 
a trial action, is not accepted. Man’s innà $ 
doubt and the trials and difficulties E 
thought adaptation are denied. T a 
breeding of destructive thought and i 
tagious action on others can ie i | 
threatening to the community. f 


trusting the liberty of thought and free 
expression of opinion artificially represses 
the destructive part of man’s thinking and 
relegates it to that realm of the mind which 
may explode more easily into rebellious 
action. Many dictators forget that to ex- 
press a destructive thought is often to con- 
quer it. And here lies man’s actual para- 
dox! The freedom of subversive thinking 
often prevents the compulsion of subversive 
action! It lets steam off! Condemning the 
antisocial thought, before it has been acted 
out, may very well provoke the short circuit 
of explosive action! 

I do not think that I am too theoretical 
in presenting the reconciliation of man’s 
inner antinomies as the core of democratic 
tolerance. Man starts his life as an ambiy- 
alent being. Only democratic tolerance, 
with its reign of the golden rule, helps 
man to conquer his inner contrasts. 

I realize that every piece of logic has its 
dangerous implications: inquisitional mur- 
der took place in the service of high ideals. 
If, however, we cannot gamble with the 
innate good sense of man, a free democracy 
and peaceful society are impossible. Moral 
culture begins and ends with the individual. 
Only the cult of individual freedom, indi- 
vidual possession and individual creativity 
makes individual man willing to curb in- 
stinctual desires and to repress hostility and 
destructiveness. Man is not only a social 
being. Somewhere, away from the crowd 
and the noise of the masses, he has to come 
to grips with himself and confront his own 
inner God and nature. He needs reserve 
and isolation and silence in order to grow. 
In addition to his mechanical devices and 
machines, man needs to get back to Nature 
and camp out-of-doors by himself. Some- 
where along the line he has to be the maker 
of some of his own tools—as an amateur 
carpenter, shoemaker, healer or teacher. 
Without being thrown on his own from 
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time to time and knowing loneliness, man 
is dwarfed, lost among the waves of over- 
powering and encroaching human influences 
and victimized by too many social persua- 
sions. 


THE DEMOCRATIC ACTION OF 
PSYCHOLOGY 

My most convincing proof of the power of 
psychological understanding came in the 
course of protracted mental struggles with 
a man who held membership in an ag- 
gressive totalitarian organization, He came 
to me for psychological advice during the 
Nazi occupation of Holland and I knew 
that I had to be careful to avoid discussing 
politics with him, for in those days free 
expression of opinion could be severely 
punished by the occupiers. My patient 
would have reported me if I had said any- 
thing “suspicious.” 

However, as my therapy of passive listen- 
ing gradually liberated him from his per- 
sonal tensions, the patient became more 
humane. He developed an increasing 
respect for the individual personality as 
such and sometimes grew very critical of 
the Nazis’ callous treatment of human life 
and human dignity. As time passed, he 
dissociated himself more and more from his 
totalitarian political friends. This was in- 
deed courageous, especially at that time, 
for the turn from collaboration toward non- 
conformism was usually interpreted as high 
treason. In his last visits before we agreed 
that he was cured, we spoke of our mutual 
faith in the dignity of the individual and 
our confidence in the decisions of the mature 
adult as to the path of his own interests. 

Can psychology and psychotherapy really 
exert a democratic influence on the authori- 
tarian and totalitarian spirit? The case I 
have just cited would seem to indicate that 
they can. But on the other hand, we know 
that Goebbels’ propaganda machine applied 
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psychological principles to persuade and 
hypnotize the German people into abject 
submission. Hitler, too, laid down his 
psychological barrage in order to spread 
panic and passive submission throughout 
Europe. 

In Nazi Germany all psychotherapeutic 
treatment was controlled by its own Führer, 
Goering’s brother. Certainly the science of 
suggestion, hypnosis and Pavlovian train- 
ing can be used to enlist cowardly, submis- 
sive followers for a program of despotism. 
But these misuses of psychological knowl- 
edge are perversions of both the principles 
and the purposes of psychology, for intrin- 
sic in the psychological approach, and above 
all in psychotherapeutic treatment, is an 
important element that fosters an attitude 
diametrically opposite to the totalitarian 
one. 

The true purpose of psychology, especially 
its mental health branch, is to free man 
from his internal tensions by helping him 
to understand what causes them. Psychol- 
ogy seeks to liberate the human spirit from 
its dependence on immature thinking so 
that each man can realize his own poten- 
tialities. Psychology teaches man to com- 
municate freely and to express himself, 
unhampered by prejudices and taboos. It 
seeks to help man to face reality with its 
many problems and to recognize his own 
limitations as well as his possibilities for 
growth. It is dedicated to the development 
of mature individuals who are capable of 
living in freedom and of voluntarily re- 
stricting their freedom for the larger good 
of all. It is based on the premise that when 
man understands himself he can begin to 
be the master of his own life, rather than 
merely the puppet either of his own uncon- 
scious drives or of a tyrant with a perverted 
lust for power. 

However, nearly every man, in the course 
of his development, temporarily passes 
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through a stage of greater susceptibility to 
totalitarianism. This usually occurs during 
adolescence when the puber becomes aware 
of his own identity and personality—the 
authority within himself. To escape the 
responsibility for being a self he may look 
for a strong leader outside the home. At 
an earlier age, in infancy, the more uncon- 
scious patterns of compulsion and auto- 
matic obedience are laid. With his new 
sense of selfhood, the youth begins to oppose 
the adult authorities who previously di- 
rected his life. 

Becoming conscious of the entity we call 
ego or self or “I” is a painful mental 
process. It is not a matter of chance that 
the feeling of endless longing, of Weltsch- 
merz, is traditionally connected with ado- 
lescence. The process of becoming an 
autonomous and self-growing individual 
(what one may call one’s true self) involves 
separation from the security of the family. 
To achieve “internal democracy” the ado- 
lescent must separate himself from his pro- 
tective guiding environment. In so doing 
he is more than merely intoxicated with his 
sense of growth and emancipation, his need 
to go beyond the ancient rules. Also he 
is filled with a sense of fear and loneliness. 
As he enters this new world in which he 
must assume mature responsibility for his 
actions, he may become an easy prey for 
totalitarian propaganda. A personal grudge 
against growing up may lead him to forsake 
the struggle for personal maturity. ; 

This problem is particularly acute 1n 
Western society, not only because of the 
real ideological-political battle we have to 
face but also because of our methods of 
raising children. So-called primitive groups 
impose some measure of social responsibility 
and participation upon the child early in 
life and increase it gradually. Our middle- 
class culture, with its veneration for tech- 
nology and automation, segregates the child 


pletely in the world of nursery and 
room, and then plunges him precipi- 
tly into adulthood to sink or swim. At 
point, many young people shrink from 
a test of independence. Many do not 
’ want a freedom that carries with it so many 
urdens and so much loneliness. All too 
‘many people don’t know how to participate 
‘in their community life and do not under- 
stand the value of their personal vote. They 
are willing to hand back their active free- 
dom in return for continued parental pro- 
| tection or to surrender the idea of govern- 
_ ment for and by the people to political or 
economic ideologies which in fact substi- 
‘tute for parental images. 
Clinically this is also important because 
“many addicts and alcoholics lack the inner 
2 freedom and the ego-strength to say “no” 
" to their seducers. They may be the social 
seducers from outside or the tyranny from 
: inner compulsions. 
M Youth’s surrender of individuality is, alas, 
‘No guarantee against fear and loneliness. 
"The real outside world is in no way altered 
by his inner choice. Therefore the young 
person who relinquishes his freedom to new 
Parent figures or a new compulsion to con- 
" formity develops a curious dual feeling of 
love and hate toward all authority. Docility 
and rebellion, submission and hate, live side- 
_ by-side within him. Sometimes he bows 
" completely to authority or tyranny; at other 
times, often unpredictably, everything in 
him revolts against his chosen leader. This 
ality is an endless one, for one side of 
nature continually seeks to overstep the 
| limits which his other, submissive side has 
imposed. The man who fails to achieve 
freedom of action knows only two extremes: 
unquestioning submission and 
rebellion. At this stage the concept of 
freedom of feeling and thinking is still 
rmant in him. 
Conversely, the i 


impulsive 


ndividual who is strong 
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enough to embrace mature adulthood enters 
into a new kind of freedom. True, this 
freedom is an ambiguous concept since it 
involves the responsibility of making new 
decisions and confronting new uncertain- 
ties. The frontiers of such freedom of ac- 
tion are anarchy and caprice on the one 
side and regimentation and suffocation by 
rules on the other. Yet, I must say, thanks 
to a compulsive education in the nursery 
there is too much awe felt for order and 
regulation. Our technical age coerces 
nearly everybody into that overawed esteem 
for bureaucracy, institutions, schemes and 
technical knobs. Sometimes chaos can be 
a more productive and creative form of 
order and the less understanding there is of 
technical know-how, the less mental sub- 
mission will be the result. 

If only we could find an easy formula for 
the mature attitude toward life! Even if 
we call it the free democratic spirit, we can 
still explain more easily what democracy 
is not than what it is. We can say that our 
individualizing democracy is the enemy of 
blind authority. If we wish a more detailed, 
psychological explanation, we must contrast 
it again with totalitarianism. 

Democracy is against the total regimen- 
tation and equalization of its individuals. 
Democratic freedom still is a great idea full 
of the inner ambiguities and nostalgias every 
human ideal has. Democratic freedom does 
not ask for homogeneous integration and 
smooth social adjustment. By comparison, 
democracy implies a confidence in spontane- 
ity and individual growth. It brings the 
individual man back into focus as a unique 
part of the “demos.” It is able to postulate 
progress and the correction of evil. It 
guards the community against human error 
without resorting to intimidation. Democ- 
racy provides redress for its own errors; 
totalitarianism considers itself infallible. 
Whereas totalitarianism controls by whim 


275 


and is directed by a manipulated public 
opinion, democracy undertakes to regulate 
society by law, to respect human nature and 
to guard its citizens against the tyranny of 
individuals and organized pressure groups 
on the one hand and against a power-crazy 
majority, on the other. 

Democracy always fights a dual battle. 
On the one hand, it must limit the resur- 
gence of asocial inner impulses in the indi- 
vidual; on the other, it must guard the 
individual against external forces and ide- 
ologies hostile to the democratic way of life. 

The inner harmony between social adap- 
tation and self-assertion has to be re-formed 
in every new environment. Each individual 
has to fight over and over again the same 
subtle battle that started during infancy 
and babyhood. The ego, the self, forms 
itself through confrontation with reality. 
Compliance battles with originality, depend- 
ence with independence, outer discipline 
with inner backbone and morale. No cul- 
ture can escape this inner human battle 
although there is a difference in emphasis 
in every family and in every culture and 
society. 


THE BATTLE ON TWO FRONTS 


The combination of internal and external 
struggle, of a mental conflict on two fronts, 
renders the Western ideal of an individual- 
ized democracy highly vulnerable, particu- 
larly when its adherents are unaware of 
this inherent contradiction. Democracy, 
by its very nature, will always have to fight 
dictatorship from without and destructive: 
ness and laziness from within. Democratic 
freedom must battle the individual’s inner 
will to power and also his inner urge to 
submit to other people. It must battle, too, 
the contagious drive for power intruding 
from over the frontiers and so often backed 
up by armies. 
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The inherent inner contrast and ambiy- 
alence involved in democratic freedom are 
particularly well-expressed in some neurotic 
conflicts of those struggling with environ- 
mental pressure. These persons are pos- 
sessed by a wish for differentiation and self- 
distinguishment, yet at the same time they 
want affirmation and conformity with the 
group. People want to belong to a mental 
hierarchy and at the same time want to 
oppose it.’ Often they find a temporary 
solution of their tensions in the formation 
of mutual admiration clubs characterized by 
strict inner cohesion and hostility toward 
the outside. Mass opinion is experienced 
as a deflation of personal opinion, yet there 
is also a wish for flattering acknowledgment 
from a majority—a multitude of votes. The 
search for votes and publicity often connotes 
an idle approval of self-doubt. A belief in 
collective superiority covers up lack of self- 
confidence. 

The freedom for one to speak and shout 
always implies the compulsion for the other 
to listen. 

The freedom toward which democracy 
strives is not the romantic freedom of ado- 
lescent dreams—the negative freedom of 
being without any restraint—but one of 
mature stature. Democracy insists on the 
sacrifices necessary to maintain freedom. It 
tries to combat the fears that attack men 
when they are faced with apparently un: 
limited freedom which can, after all, be 
misused to satisfy mere instinctual drives. 

Because it does not exploit man by myth, 
primitive magic, mass hypnotism or other 
psychological means of seduction, democracy 
is less fascinating for the immature indi- 
vidual than dictatorial control. Democracy, 
when it is not involved in a dramatic strug- 
gle for survival, may appear quite drab and 
uninspiring. It simply demands that men 
shall think and judge for themselves, that 
each individual shall exercise his full con- 


scious ability in adapting to a changing 
world and that genuine public opinion shall 
mold the laws that govern the community. 

Essentially democracy means the right 
to develop yourself and not to be developed 
by others. Yet this right, like every other, 
has to be balanced by a duty. The right to 
develop yourself is impossible without the 
duty of giving your energy and attention 
to the development of others. Democracy 
is rooted not only in the personal rights of 
the common man but even more in the 
personal interests and responsibilities of the 
common man. When he loses this interest 
in politics and government, he helps to pave 
the road to power politics. Democracy de- 
mands mental activity of a rather high level 
from the common man. In our new era 
of mass communication that which goes on 
in the mind of the general public is just as 
important as the dictum of the expert. The 
latter may formulate ideas beyond common 
apprehension, What matters and what in- 
fluences the world is what Tom, Dick and 
Harry are able to grasp from the desert of 
words. Official formulations and logical 
conclusions can kill living thoughts so 
easily and can smother individual thinking 
in a barrage of words. 

The mystery of freedom is that great 
inner love men have for it! Those who have 
tasted real freedom will not waver. Such 
men have to revolt against unfair pressure. 
While the pressure accumulates they revolt 
silently, but at some critical moment the 
Tevolt bursts into the open. For those who 
have experienced the necessity of such out- 
bursts, freedom is life itself! People have 
learned this in the days of persecution and 
Occupation, in the underground, in the~ 
camps, under the threat of demagoguety. 
We even discover such rebellion in totali- 
tarian countries where, despite the terror, 
the resistance goes on. Listen, especially, 
to the jokes people tell one another about 
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their regime. That is the hidden way re- 
bellion is expressed. 

Freedom and respect for the individual 
are rooted in the Old Testament of the 
Occident, which convinced man that he 
makes his own history and that he is re- 
sponsible for his history. Such freedom 
implies that a man throw off his inertia, 
that he strive for knowledge and accept 
moral responsibility, that he not cling arbi- 
trarily to tradition. Man’s fear of freedom 
is the fear of assuming responsibility. 

Yet freedom can be merely an emotional 
word appealing to infantile conflicts and 
frustrations experienced by everyone, It 
can be used as a catchword to spread the 
suggestion of unfreedom to those who 
inwardly don’t want to be free. It burdens 
them with new desires and a feeling of re- 
bellion, while in reality they only want to 
have the freedom to sleep and retreat. 
What for one group is the freedom to act 
and create is for the other the freedom: to 
give in and for a third group the freedom 
to rebel and face conflicts. Freedom is de- 
pendent on our goals in life and our goals 
depend on our urge to perfect ourselves. 
For the man from the Orient it may mean 
the freedom from physical desires, for occi- 
dental man the freedom to fulfil his desires. 
Our Western freedom of leisure is derived 
from licere, literally meaning “being per- 
mitted not to be occupied, not to be en- 
gaged in duties.” 

Again, there is a negative freedom—not 
being used as an object of interference— 
and a positive freedom dependent on self- 
confidence and self-mastery that will use the 
active will and self-determination to master 
oneself. 

” Freedom can never be completely safe- 
guarded by rules and laws. It is as much 
dependent on the courage, integrity and 
responsibility of each of us as it is depend- 
ent on these qualities in those who govern 
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us. Every trait in us and our leaders which 
points to passive submission to mere power 
is a betrayal of democratic freedom. 

In our American system of democratic 
government, based on government by con- 
sent, three different powerful branches serve 
to check each other: the executive, the legis- 
lative and the judiciary. Yet when there is 
no will to prevent encroachment and arbi- 
trariness of one by any of the others, this 
system of mutual checks, too, can degener- 
ate. 

Like adolescents who try to hide behind 
the skirts of parental authority rather than 
face mature adulthood, the individual mem- 
bers of a democratic state may tend to 
shrink from the mental activity and alert- 
ness it imposes. They long to take flight 
into a condition of thoughtless security. 
Often they would prefer the government 
or some individual personification of the 
state—an institution—to solve their prob- 
lems for them. It is such desire and inner 
apathy that breeds totalitarians and con- 
formists. Like an infant the conformist 
can sleep quietly and transfer all his worries 
to “Father State.” When the intellectuals 
—that is to say those who pretend to under- 
stand—lose their self-control and courage 
and are possessed only by fears and emo- 
tions, the power of those with prejudice 
and stupidity gains. 

Since within each man lie the seeds of 
both democracy and totalitarianism, the 
struggle between the democratic and the 
totalitarian attitude is fought repeatedly by 
each individual during his lifetime. His 
view of himself and of his fellow men will 
determine his political creed. Opposing 
and at the same time coexisting with his 
wish for liberty and maturity are destruc- 
tiveness, hate, the desire for power, resist- 
ance to independence and the wish to 
retreat into irresponsible childhood. De- 
mocracy appeals only to the adult side of 
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man; Fascism and totalitarianism tempt his 
infantile desires. 

Totalitarianism is based on a mechanized 
narrow view of mankind. It denies the 
complexity of the individual and the strug- 
gle between his conscious and unconscious 
motivations. It denies doubt, ambivalence 
and contradiction of feelings. It simplifies 
man, making him into a servile machine 
that can be put to work by simple govern- 
mental oil. Above all, totalitarianism be- 
lieves in man as a manipulated insect who 
has to be directed by infallible governmen- 
tal instinct. 

In every psychotherapeutic treatment 
there comes the moment when the patient 
has to decide whether or not he will grow 
up. The knowledge and insight he has 
gained have to be translated into action. 
By this time he knows more about himself; 
his life has become an open book to him. 
Although he understands himself better, 
he finds it difficult to leave the dreamland 
of childhood, with its fantasies, hero wor- 
ship and happy endings. But, fortified with 
a deeper understanding of his inner moti- 
vation, he steps over into the world of self- 
chosen responsibility and limited freedom. 
Because his image of the world is no longer 
distorted by immature longings, he is now 
able to function in it as a mature adult. 


TRAINING FOR DEMOCRATIC FREEDOM 


Systematic education toward freedom 18 
possible. Freedom grows as the control over 
destructive inner drives becomes internal- 
ized, and those drives no longer depend on 
control from the outside—by parent oF 
other authorities. i 
It is the building up of our personality 
and our conscience—ego and mature supa 
ego—that is important. Nor can this S 
velopment be brought about in an enforce 
and compulsive way as tyrants and pr 
attempt. Their rules can never exist Wit 


out the supervising iron hand. We must 
develop the personality through free accept- 
ance or rejection of existing moral values 
until the inner moral person in people is 
so strong that they are able to go beyond 
existing values and stand on their own 
feet and moral grounds. The choice in 
favor of freedom lies between self-chosen 
limitation—the liberation from inner chaos 
—and the pseudo freedom of unconscious 
instinctual chaos. To many people, free- 
dom is an emotional concept of letting 
themselves go, which really means a dic- 
tatorship by dark, instinctual drives. But 
there is also an intellectual concept of free- 
dom, meaning limiting bondage and un- 
freedom. 

Psychological freedom is the freedom of 
the verifying inner moral person in us. 
But freedom is far from an unequivocal 
blessing when we are not ripe for it. There 
is risk in freedom unless we are able to 
keep our inner destructiveness under con- 
trol. One of the most paradoxical struggles 
we must wage is the struggle against the 
totalitarian attitude in ourselves. 

In order to become free, however, certain 
outside conditions must be prevented from 
hampering this moral development of self- 
control. We have to become increasingly 
aware of the internal dangers and ills of 
democracy: laxity, lack of discipline, lazi- 
ness and unawareness. People have to be 
aware, for instance, of the tendency of tech- 
nology to automatize their minds. They 
have to become aware of the fact that mass 
Media and modern communication are able 
to bypass people’s critical barriers and im- 
Print all kinds of unwanted suggestions on 
man’s brains. They have to know that 
education can turn us either into weak, 
Uncritical fact factories or strong personali- 
ties. A free democracy has to fight against 
“mediocrity” in order not to be smothered 
by mere numbers of automatic votes. Dem- 
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ocratic freedom requires from the mem- 
bers of society a highly intelligent appraisal 
and understanding of the democratic system 
itself. This very fact makes it rather diffi- 
cult to advertise or “promote” such a politi- 
cal system. Furthermore, inculcating de- 
mocracy is just as dangerous as inculcating 
totalitarianism. It is the essence of democ- 
racy that it must be self-chosen; it cannot 
be imposed. 


THE PARADOX OF FREEDOM 
AND LIBERTY 


Freedom and social planning present no 
essential contrasts. In order to let freedom 
grow we have to plan our controls over the 
forces that limit freedom. First there has 
to be guidance and discipline to develop a 
strong inner nucleus with which to face the 
unfreedom of the world. Beyond this, 
however, people must have the passion and 
the inner freedom to prosecute those who 
abuse freedom. They must possess the 
vitality to attack those who commit mental 
suicide, dragging down other persons in 
their wake of passive surrender. Suicidal 
submission is a kind of “subversion” from 
within; it is passive surrender to a mechan- 
ized world without vital personalities; it is 
the denial of the personality. There exists 
in our world too much urge for security 
and certainty. Such a goal finally leads to 
death and mental surrender, to automation 
and the mere existence of the computed 
man, because life in itself presumes an ac- 
ceptance of uncertainty. People must have 
the fervor to stand firmly for freedom of 
the individual and for mutual tolerance 
and dignity, and they must learn not to 
tolerate the destruction of these values. 
They must not tolerate those who make 
use of the glamor of worthy ideas and values 
such as freedom and liberty, only to destroy 
these as soon as they themselves are in 
We must be intolerant of these 
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power. 


abuses as long as the battle of mental life 
versus death of the free-existing personality 
goes on. 

It cannot be emphasized too strongly that 
liberty is only possible with a strong set of 
beliefs and moral standards. Man must 
adhere to self-restrictive rules—moral rules 
—in order to keep his freedom. When 
there is a lack of such internal checks, 
owing to lack of education or to wrong, 
stereotyped education, then external pres- 
sure or even tyranny become necessary to 
check unsocial drives. Then freedom be- 
comes the victim of man’s inability to live 
in freedom and self-control. 

Mankind should be guaranteed the right 
not to hear and not to conform and the 
more subtle right to defend himself against 
psychological encroachment and against 
intervention in the form of oppressive mass 
propaganda, totalitarian pressure and men- 
tal coercion. No compromise or appease- 
ment is possible in dealing with such atti- 
tudes. However, we have to watch care- 
fully lest our own mistakes in attacking 
personal freedom become grist for the 
totalitarian’s mill. Even our denunciations 
may have a paradoxical effect. Fear and 
hysteria further totalitarianism. What we 
need is careful analysis and understanding 
of such soul-disturbing phenomena. De- 
mocracy is the regime of the dignity and 
decency of man and his right to think for 
himself, the right to have his own opinions 
and even more than that, the right to assert 
his own opinion and to protect himself 
against mental invasion and coercion. 

When the United Nations, as a result of 
a common effort to preserve man’s basic 
freedoms, can devise rules curtailing mental 
contagion, menticide and psychological in- 
trusion, it will insure a human right as 
precious as physical existence, the right of 
the nonconforming free individual, the 
right to dissent, the right to be oneself. 
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Tolerance of criticism and heresy is one of 
the conditions of freedom. 

Here we touch a crucial point related to 
the technique of governing people. There | 
exists, for instance, an intimate relationship 
between overcentralization of government, 
bureaucratization, mass participation and 
totalitarianism. 

Mass participation in government, with- 
out adequate decentralization that empha- 
sizes the value of variation and individual- 
ity and without the possibility of sound 
selection of leaders, facilitates the creation 
of the dictatorial leader. The masses then 
transfer their desire for power to him. The 
slave participates in a magic way in the 
glory of the master. 

Democratic self-government is determined 
by restraint and self-limitations, by sports- 
manship and fairness, by voluntary observ- 
ance of the rules of society and by co- 
operation. These qualities come through 
disciplined training. In a democratic 
government, those who have been elected 
to responsible positions request controls 
and limitations against themselves, against 
the inner fraudulence presumptive in every 
person, knowing that no man is without 
fault. Democracy is not a fight for inde- 
pendence but a mutually regulated inter 
dependence in the service of surplus-free- 
dom. Democracy means checking mans 
tendency to gather unlimited power unto 
himself. It means checking the faults in 
each of us. It minimizes the consequences 
of man’s psychological limitations. 


PSYCHOLOGY AS A GUIDE FOR 
DEMOCRACY 


The modern techniques of brainwashing 
and menticide—those dictatorial perver 
sions of psychology—can bring almost any 
man into submission and surrender. Many 
of the victims of political thought control, 
brainwashing and menticide were once 


strong men whose minds and wills, however, 
were systematically broken and degraded. 
But although the totalitarians can use their 
knowledge of the mind for vicious and 
unscrupulous purposes, a democratic society 
can and must use its knowledge to help 
man to grow, to guard his freedom and to 
understand himself. The totalitarian ideal 
of man is the instrumental manipulation of 
man in the service of the monolithic state; 
the democratic ideal is the dignity and ulti- 
mate value of man as a unique, individual 
being. 


Psychology of democratic freedom 
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Psychological knowledge and psycho- 
logical treatment may in themselves gener- 
ate the democratic attitude, for psychology 
is essentially the science of the juste-milieu, 
of free choice within the framework of 
man’s personal and social limitations. Com- 
pared with the million-year span of human 
existence and evolution, civilization is still 
in its infancy. Despite historical reversals, 
man continues to grow, and psychology— 
no matter how imperfect now—will become 
one of man’s most powerful tools in his 
struggle for freedom and maturity. 
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Permissiveness is the philosophy of child 
development that stresses the free release 
of impulse and, according to this view, it 
is damaging to the child to suffer restraints. 
Permissiveness, as you know, came upon 
us in part as a misunderstood expression 
of psychoanalysis, for from Freud’s discovery 
that the conflict between distorted impulses 
and society caused neurosis there developed 
the distorted idea that neurosis was caused 
by a conflict between any impulse and 
society. According to this notion the best 
way to prevent neurosis is to do away with 
inhibition, i.e., to let the child do what 
his impulses dictate. It is interesting that 
Freud’s insight became transformed into a 
sweeping attack on all impulse controls, to 
the extent that in our age books for mothers 
urge permissiveness. The reason this oc- 
curred, the reasons that a scientific insight 
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Permissiveness 


and morality | 


was distorted is that everyone, for many 
reasons, was getting sick and tired of hold- 
ing himself in. Let us look now at some 
of the consequences of permissiveness on 
morality and interpersonal relations. 

When a child is permitted at every turn 
to do what he wants to do rather than what 
will please an adult or make the adult's life 
comfortable, we get what is called a child- 
centered society. Now it must be borne 
in mind that the great civilizations—with 
all their art, literature and music and dance, 
with their mathematics and philosophy— 
have been parent-centered, whether in 
Europe, America, China or India. Hence 
there cannot be anything inherently poison- 
ous in a parent-centered society. At any 
rate it is clear that when the emphasis 1$ 
always on what the child wants rather than 
on what the adult wants, we lay the basis 
for detachment from others, and it is de 
tachment from others that prepares the 
ground for moral confusion. 


I am sure you understand that when I 
emphasize the importance of what the 
parent wants, or when I de-emphasize the 
importance of giving in to the child, I do 
not mean that children are to be treated 
like animals, at the beck and call and 
subject to the whim of the parents. Recog- 
nizing the importance of consideration for 
others and that the parents know better 
than the child what is good for him does 
not imply the cat-o’-nine-tails and the 
straight jacket. There is a strange con- 
fusion nowadays in the minds of parents 
and teachers between authoritarianism and 
authority, and hand-in-hand with this con- 
fusion has gone the notion that the old- 
fashioned firm and commanding parent was 
somehow psychopathogenic. The point of 
view that confuses the strict father of yester- 
year, and his reflection in the strict yet 
kindly teacher, with a harsh humiliating 
tyrannical bogey, fails to take account of 
the fact that there is absolutely no indi- 
cation that children were any crazier in the 
eighteenth and nineteenth centuries, when 
parents and teachers were strict, than they 
are today, when parents and teachers are 
letting down. Those who equate democracy 
with permissiveness forget that Washington, 
Jefferson, Madison, Franklin—all the giants 
of the Golden Age of American democracy 
—grew up under firm fathers and mothers 
and under teachers whose prime pedagogical 
instrument was the birch switch. 

Meanwhile, in emphasizing permissive- 
hess—in focusing primarily on what the 
child wants—we detach him from others 
and thereby undermine his capacity for 
gratitude. Now the most important aspect 
of gratitude is not so much that it exacts 
repayment for a favor done, but rather that 
it places upon the child a tie to his par- 


_ nt which protects the child against his 


own impulses. When a child says to him- 
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self, “I will not do it because it would hurt 
my mother and father and they have done 
so much for me,” the child, by desisting 
from doing what he might wish to do, is 
often merely protecting himself from dan- 
ger, from sources other than his parents. 
The problem in permissiveness therefore is 
that since permissiveness gives all and re- 
quires nothing in return, it undermines one 
of the few devices the parent has for pro- 
tecting the child against himself. 

All of this is quite apart from the fact 
that permissiveness in itself is a relaxation 
of restraints, It must also be borne in mind 
that since permissiveness means abandon- 
ment of inner controls on his impulses, the 
child has so little practice in self-restraint 
that he no longer has any way of being 
grateful, and hence of protecting himself. 
It is a complete misunderstanding of grati- 
tude to view it merely as a way of return- 
ing to the other person a quid pro quo. 
Thus the equation is simple: permissiveness 
leads to selfishness. Since selfishness sees 
no way of giving anything to anybody, the 
child cannot be grateful. Since he cannot 
therefore do what the parent wants and 
since the parent wants primarily to protect 
the child, the parent has no way of pro- 
tecting the child from himself except by 
the use of overwhelming force. 

At this point some hard-pressed parents 
may be silently asking, “How do you reply 
to the child who says, ‘I didn’t ask to be 
born’?” and to this the answer is, “That is 
true, but you are here now and have been í 
treated well; the life that has been given 
you without your consent has been made 
pleasant by your parents to the limits of 
their ability.” Of course gratitude cannot 
come without practice in its performance, 
You cannot expect a child who all his life 
has never been asked to do anything to 
suddenly become solicitous at the age of 
six or seven. 
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Hand-in-hand with the destruction of 
gratitude goes the elimination of guilt. 
When permissiveness reigns there can be 
no punishment, for the child is free as a 
bird, and where there is no punishment 
there can be no conception of right or of 
evil. If a ‘child is supposed to be a free 
spirit it must be wrong to make him feel 
that at any time he has fallen from grace, 
so to speak, that he has violated an ideal 
and has wounded his parent. Hence he 
cannot experience guilt and’ so loses the 
second most important internal control our 
culture affords. Gratitude and guilt are, 
along with love and jealousy, the great 
social emotions; they are the pivot of our 
civilization and the keystone of morality. 
Permissiveness threatens them all. 
| Let us consider, for a moment, the prob- 
lem of love. The essence of love is still 
contained in the somewhat sugary expres- 

` sion, “We are two hearts that beat as one.” 
Now a person who has not learned to con- 
trol his impulses cannot hear the other per- 
son’s heart beat for he can hear only his 
own. Thus there is a lack of binding be- 
tween him and the person he presumably 
loves, and he cannot heed the loved one’s 
wishes nor become involved in his welfare. 
He is not loving, however ardent he may 
appear. From consideration of adult love 
we may pass to a consideration of the love 
of a parent for a child. Inseparable from 
the idea of love is the idea of protection, 
for the one who loves wants to protect the 
thing he loves. But a permissive parent is 
not protecting his child, for he lets him 
do what he pleases, lets him get into danger. 

I would like now to turn to a considera- 
tion of the child-centered society, for this 
problem is tied tightly to the philosophy of 
permissiveness. In a child-centered society 
the parent must think primarily of what 
is good for the child and must submerge 
his own feelings and needs. Let us for a 
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moment transfer our thinking from the 
home to a hospital. In a hospital that is 
staff-centered, that is to say where arrange- 
ments are largely for the benefit of the staff 
—to make their work light and easy and 
simple—the patients suffer, for they are 
treated like things not like human beings. 
But the staff is happy; the doctors, the 
nurses and other help have it easy: they 
don’t have to worry about the whims of in- 
dividual patients. In other words they know 
exactly what they are doing all the time. 
But in a patient-centered hospital the staff 
must always worry about whether they are 
doing the right thing, for their movements 
are influenced by the unpredictable, whim- 
sical patients. Thus the atmosphere in staff- 
centered and patient-centered hospitals may 
be very different. Obviously the ideal situ- 
ation is where a compromise has been 
worked out between the two systems. 
Now we confront a similar situation in 
dealing with children. In parent-centered 
cultures like traditional India and China 
and, for that matter, in most of the rest of 
the world outside the stream of industrial- 
ized society, the parents’ will is law, and it 
never occurs to a parent to question his 
own judgment about what is best for his 
child. Nevertheless the children grow up 
to be sound citizens and in creative cul- 
tures some of the children become creative: 
In a child-centered culture like our own, 
on the other hand, parents are uncertain 
about their own judgment because they 
should not organize their behavior in terms 
of what they feel is right but what is right 
for the child and they are worried that the 
two might not coincide. Since the parent 
in a child-centered culture is uncertain 
in his judgments, the easiest way out is to 
let the child do what he pleases. This 15 
the primrose path of permissiveness, often 
mistaken for democracy. If there is any- 
thing that is the hallmark of a parent 


centered culture it is adult disorientation; 
in these circumstances permissiveness is 
mistaken for love and disorientation is 
both its reflection and consequence. 

I have said that our civilization pivots 
on the great social emotions of love, grati- 

tude, guilt and jealousy, and it is a striking 
feature of our current literature that the 
last three—gratitude, guilt and jealousy— 
have gone out of style as literary themes al- 
though love remains. To me one of the 
frightening things about love nowadays is 
_ the fact that jealousy is declining. Neces- 

sarily, however, it must, for as deep in- 
volvements in other persons become more 
and more difficult, as people become more 
and more self-indulgent, jealousy naturally 
declines as an emotion of our civilization. 
But when jealousy declines people lose 
their hold upon one another. 

Up to this point I have stressed that 


_ permissiveness leads to lack of concern for 


others and hence to the decline of grati- 
tude, guilt and the other emotions of per- 
sonal involvement, the emotions that en- 
tangle us wholesomely in the welfare of 
others. I am sure that it can now be under- 
stood why a philosophy of permissiveness 
_ Must lead to a decline in moral values, for 
since the root of morality is concern for 
others and since permissiveness tears up 
that root, there can be no clear concept of 
tight and wrong outside of that given us 
by the police. 
In this situation the current emphasis 
on sex education for the young plays a 
paradoxical role, for the “new” education 
emphasizes to the children the fact that 
sex is fun, as if they didn’t know it. But 
the issue here is not that they are being 
told that sex can be pleasurable, but that 
the adults are emphasizing to the children 
again the wonders of permissiveness, of 
Cutting loose and having a good time. 
None of this is inherently wrong. The 
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danger lies in the fact that beating the 
drum for sexuality merely drives home a 
lesson already learned perhaps too well: 
that adults don’t want children to be re- 
strained. What is also taking place is that 
the adults are ignoring the substance for 
the shadow, for the problem of youth is 
not a sexual one in the sense of inhibition 
and frustration—otherwise all our grand- 
parents and great-grandparents back to 
Abraham and Sarah would have been luna- 
tics—but a problem in simple human de- 
cency, and the problem of decency is the 
problem of morality. 

Let us now take a brief look at con- 
temporary schools. It will be recalled that 
John Dewey believed that under proper 
conditions of teacher enlightenment, small 
classes and adequate materials, children 
could be permitted much more freedom 
than they had received in the nineteenth 
century, and that in this way much of their 
potential for learning and creativity could 
be released spontaneously, carrying hu- 
manity forward to new and unimagined 
levels of self-realization. The spontaneity of 
which Dewey dreamed was therefore to be 
released in the proper measure and under 
the proper conditions of wise guidance, 
understanding, etc. In contemporary cir- 
cumstances, however, these conceptions of 
Dewey have been deformed by the philos- 
ophy of permissiveness to such an extent 
that some nursery schools have become 
jungles in which the freely released im- 
pulses of the young belabor one another 
and engulf the teacher. In those nursery 
schools where the philosophy of permissive- 
ness prevails, the teacher becomes reduced 
to a mere buffer whose job it is to prevent 
the children from tearing toys from each 
other's hands and hair from each other's 
heads. 

It is necessary to explain why nursery 
schools have a tendency to become arenas 
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in which babes are martyrs and tigers, both 
at the same time. When a child enters 
nursery school he comes into an environ- 
ment where he does not know the children 
and where property (i.e., the toys, etc.) is 
unclaimed. That is to say, the children 
are strangers to him and continue to be so 
in good part, for he sees them only for a 
short time each day, and there is a con- 
stant shift of population because some chil- 
dren are always sick, some move away and 
new ones are coming in. Thus to a cer- 
tain extent the nursery school child in a 
busy urban school is constantly encounter- 
ing strange children. This is scary enough 
for him. But in addition to this the toys 
and other property are unclaimed; unlike 
the conditions in his own house, there is 
no mine and thine in the usual nursery 
school and it is first come first served. This 
throws the children into competition, and 
any nursery school teacher knows that she 
spends perhaps a third of her time defining 
the rights of embattled children over the 
toys. Furthermore, the spacial arrange- 
ments in a nursery school are different from 
the arrangements at home; everything is in 
a different place, and we know how up- 
setting it is to children not to have things 
exactly where they want them. Finally 
there is the problem of the personal com- 
munity, the little group of children a child 
can play with. In a nursery school a child 
has to make friends anew each day, and 
even if he does not have to do this the in- 
stability and novelty of the situation can 
throw these babies into a real Darwinian 
jungle of competition with one another for 
pals for the day. 

The nursery school has all the condi- 
tions for the creation of a battlefield where 
babies may pit their blind impulses against 
one another. In this situation the permis- 
sive atmosphere of some nursery schools 
merely facilitates bloodshed or at least “tear- 
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shed.” What is needed is something be- 
tween the jungle and the prison, a benignly 
regulated school—interestingly and crea- 
tively programmed—in which not only the 
children but the teacher can find satisfac- 
tion, where the teacher will derive her 
major rewards not from adroitly disentan- 
gling Mary’s fingers from Johnny's hair, 
but from knowing that her children have 
learned something more than how to get 
along in a jungle. 

But it is not only the nursery school that 
has been hit by the double blight of mis- 
understood Freud and distorted Dewey, for 
we encounter the same problem in ele- 
mentary schools. In elementary school 
classrooms run on permissive lines the stu- 
dents and teachers often have a wonderful 
time under conditions of near chaos. Al- 
though it has been believed that permissive- 
ness is the ancestor of creativity, one can 
sometimes note that in such classrooms both 
teachers and students often become ex- 
hausted by the turmoil and little is created 
except chaos itself. In permissive class- 
rooms children cannot hear; they lose track 
of the lesson through the noise; they may 
not do the assigned work and the teacher 
may end up in a state of exhaustion. 
Thus in large classes where the teacher 
may have had no training in dealing with 
the released impulses of such a big group, 
creativity and spontaneous learning—the 
very factors that Dewey’s philosophy aspired 
to develop—may be destroyed. It goes 
without saying that in such classrooms 
there is no room for moral teaching, for 
disorder is antagonistic to morality by 
definition. Of course it does not follow 
that there is moral teaching in controlled 
classrooms; our researches over the past six 
years have found precious little in either. 

One final word on the origins of permis- 
siveness in the American family. Women 
have a “minority group” psychology: 


z because of their minority group 


Barred from the exciting jobs and from the 
trumpeted prestige statuses of our culture, 
women seck their primary gratification in 
their children. Here arises the paradox: 
namely, that a mother should discipline 
her children while loving them and many 


psychology, or for other reasons, find this 
intolerable, for to them, to discipline a 
child seems to them to threaten the mother 
with loss of the child’s love. The resolution 
of the dilemma is permissiveness, to let 
the child do what he pleases. Furthermore 
many mothers feel unconsciously that since 
their own lives of self-restraint got them 
nowhere, they are not going to subject 
their own children to such useless frustra- 
tions, 

Meanwhile, what of the father? Nowa- 
days as fathers grow closer to their chil- 
dren, as they become more like mothers 
and descend from their formerly aloof and 
austere positions of imperious authority, 
they more openly seek the warmth of their 
children’s affections. But this being the 
case, how can they continue to impose 
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paternal authority—which means imposi- 
tion of impulse controls on the child—if 
mother is permissive? The result of this 
conflict is that father becomes permissive 
just like mother, and the consequence is 
that when children are asked to write com- 
positions telling what they like most and 
what they like least about their mothers 
and fathers they often say that the reason 
they like one or the other parent is that he 
or she “lets me do” things often. Thus 
there is no doubt that children often tend 
to turn more to the parent who “lets me” 
and away from the parent who “won't let 
me.” All of this is aided and abetted by 
the ascendancy of the philosophy of per- 
missiveness, and thus an idea, born in the 
industrial system and shaped somewhat 
through a distorted view of Freud and 
Dewey, enters the home by the back door 
to disrupt the relations between parents; 
and thus it is that a family conflict over 
who will be the most permissive ultimately 
undermines the child’s capacity to make a 


moral judgment. 
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UNDERSTANDING MENTALLY 
RETARDED CHILDREN 


By Harriet E, Blodgett and 
Grace J. Warfield 


New York, Appleton-Century-Crofts, Inc., 1959, 
156 pp. 


The writers of this book have a unique op- 
portunity for observing and understand- 
ing retarded children. Dr. Blodgett is pro- 
gram director and psychologist and Mrs. 
Warfield, a teacher in The Sheltering Arms, 
a day school and research program for re- 
tarded children in Minneapolis, Minn. 

A basic philosophy of The Sheltering 
Arms is given on page 92: “The truly quali- 
fied teacher expects to find the child in- 
teresting; she knows that some part of 
working with him will be rewarding and 
pleasurable, whatever the nature of his 
problems.” Without doubt, this attitude 
has been one reason the school has been 
able to secure the unusual co-operation of 
parents. in gathering information basic to 
research needed for greater understanding 
of retarded children. 

The authors have given an abbreviated 
coverage to the whole field of mental re- 
tardation in the 156 pages of the book; 
they have also provided a full and detailed 
report on the activities of the school. Basic 
concepts as well as psychological interpre- 
tation and growth patterns are covered. 
National trends and a succinct account of 
Minnesota's state program for the retarded 
are also included. It is indeed a short, clear 
and valid word picture of the retarded 
child and an exposition of the definition 
and meaning of retardation. 

This over-all coverage gives one the feel- 
ing that certain chapters are primarily of 
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value to one group of readers, and other 
chapters to other groups. For instance, 
Chapter III, Mental Development and the 
Measurement of Intelligence, and Chapter 
IV, Mental Retardation (a general view 


should certainly be only reviews for teach- 
ers or other professional persons in the 
field. 

This very fact adds a group (not men- 
tioned by the authors) to those who should 
find this book useful—students. The bird’s- 
eye view given here should be of value 
to students who need to understand and 
expect to work with the retarded, whether | 
in the field of medicine, education, psychol- 
ogy, social work or nursing. However, it is 
written especially for parents and teach- 
ers. The details on teaching methods, un- 
derstanding of children and their parents 
and the parents’ reactions make it a real 
guide for both of these groups. 

Basically, however, this would seem to 
be a book that can be looked upon as 4 
first report on this challenging project. It 
is based both on the information gleaned 
and knowledge acquired through observa- 
tion of retarded children under controlled 
conditions and the careful documenting of 
the methods used and responses obtained 
in the school program. 

One hopes and feels sure that other re- 
ports can be expected from time to time. 
Perhaps some reports will be more defi- 
nitely geared for use by a particular group, 
whether it be teachers, parents, students or 
the “general public.” Those who read this 
book or who have observed the program 
will eagerly look forward to later publica 
tions, knowing they will have implications 
that may prove to be a basis for chand 
concepts or in methods of training retan e! 
children—Mitprep THomson, Minnesota 


Association for Retarded Children, Minne- 
apolis, Minn. 


COOPERATIVE PROGRAMS OF 
TRAINING AND RESEARCH IN 
MENTAL RETARDATION: THE 
AMERICAN ASSOCIATION ON 
{MENTAL DEFICIENCY PROJ- 
ECT ON TECHNICAL PLAN- 
NING IN MENTAL 
RETARDATION 

i By Darrell A. Hindman 

Yellow Springs, Ohio, The Antioch Press, 1959, 
160 pp. 


In reviewing Dr. Hindman’s study one is 
impressed with the fact that he has pointed 
up the need for more information regard- 
ng co-operative relationships between uni- 
Versities or colleges and institutions for the 
retarded, and he indeed has shown the 
Need for more co-operation. It is realized 
that to gather, interpret and present such 
information is difficult, but we wonder if 
a less narrative type of presentation might 
have been more effective. 

_ The fact that there seems to have been 
No really objective plan for selecting the 
Mstitutions studied can be understood as 
there were no precedents to follow. On the 
Other hand the material on some of the 

Mstitutions sounds like brochures and ros- 
ters of professional staff of the institutions 
father than a listing and analysis of co- 
Operative programs. With due apprecia- 
‘tion to Dr. Hindman for the stupendous 
task of gathering and presenting the ma- 
terial, this reviewer would like to raise the 
Question of a different form of presenta- 
‘Mon in later reports, as certainly this is a 
‘Project of longer duration and this report 
only an initial one. 
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It would seem that there is a minimum 
amount of general information needed. on 
each institution, such as number and type 
of patients cared for and the distance of 
the institution from the university. Know- 
ing these and perhaps other facts would 
give a basis of evaluation for other super- 
intendents in determining whether their 
own conditions are comparable. The next 
step might be to analyze the types of co-op- 
eration under such headings as Internships 
for Students, Research by University or 
College Professors, University Courses Con- 
ducted by Institution Staff. An outline 
could then be prepared and followed for 
all projects. This might include discipline 
involved, cost and how financed, purpose, 
how conducted, etc. Would it then be nec- 
essary to list all persons involved or only 
the person or persons who could give more 
information to an interested superinten- 
dent or professor? 

It would seem such an arrangement of 
material would make it more accessible as 
a source of help to others who wish to in- 
augurate some co-operative plan. In spite 
of the above suggestions, this reviewer be- 
lieves that persons interested in a closer re- 
lationship between institutions and uni- 
versities or colleges will do well to read and 
study this report and will find much that 
is not only helpful and interesting, but 
challenging—Mitprep THOMSON, Minne- 
sota Association for Retarded Children, 
Minneapolis, Minn. 


NEW WAYS IN SEX EDUCATION 

By Dorothy Walter Baruch 

New York, McGraw-Hill Book Company, Inc., 1959, 
256 pp. 


The something “new” in New Ways in Sex 
Education refers chiefly, I think, to the 
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emphasis the author places on the psycho- 
logical rather than the physical nature of 
sex. Although, strictly speaking, this is not 
a new emphasis, it needs to be presented— 
as it is here in this book—clearly and ef- 
fectively for the guidance of those adults 
who seek to guide children toward an ap- 
preciation and understanding of their sex- 
uality. 

Dr. Baruch presents this concept in a 
variety of ways. Many pages are devoted 
to the conversations between children, chil- 
dren and parents, children and teachers. 
These revealing and candid quotations will 
be helpful to adults. 

Other ideas are presented effectively by 
having statements set up in special form. 
For example: 


In sex education 

LOVE is needed 

to nourish LOVE. 

and Sii 

In sound sex education 

Feelings COME FIRST. 
and... 

Children ASK about sex 
in MORE WAYS 

than with 

WORDS. 


We know that no single book dealing 
with sex education of children will meet 
the needs of all parents and teachers. This 
book, it seems to me, will be particularly 
helpful and acceptable to parents of young 
children in homes where conditions lend 
themselves to the kind of close family re- 
lationships that make good communication 
possible. ; 

For the homes where these relationships 
do not exist, where communication is 
blocked or stifled, what kind of book must 
we write?—ELIZABETH Force, American So- 
cial Hygiene Association, New York, N. Y. 
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SYMPOSIUM ON PREVENTIVE AND 
SOCIAL PSYCHIATRY 

April 15-17, 1957. Sponsored jointly by 
the Walter Reed Army Institute of Re- 
search, Walter Reed Army Medical Center 
and the National Research Council 
Washington, D. C., Walter Reed Army Institute of 
Research, 1958, 529 pp. 


This book contains a collection of 31 papers 
delivered at a three-day meeting and, as is 
usual on such occasions, the papers varied 
widely in quality and in relevance to the 
central theme. 

Despite its uneven character, the book 
is worth reading because it does include 
some excellent articles. One good section 
deals with “The Significance of Leader- 
ship for the Mental Health of Groups.” 
In this section Brigadier General S. L. A. 
Marshall, E. Paul Tarrance, James S. Ty- 
hurst, Fred E. Fiedler, William A. Caudill, 
Robert J. Lifton and Francis H. Palmer 
present short papers on their studies of 
leadership behavior, chiefly under battle 
or other stress conditions. A significant 
emerging theme is that leadership is not 
an unchanging phenomenon but is best 
understood in terms of the interactive prot | 
ess between leaders and followers, and th 
process varies according to the current life 
situation of the group. Sometimes the 
needs of the followers demand a “thers 
peutic,” warm, accepting set of behaviors 
from a leader, and sometimes the prey 
ing need is for the leader to initiate action 
with courage and foresight as a decision 
maker and task leader who raises morale 
by assuring the hopes of success in thos? 
who follow him. k 

Another section of the book deals wit 
“Social Psychiatry in the Community, K 
contains three excellent papers: ong A 


G..R. Hargreaves, who reviews current de- 
velopments in Great Britain; one by Wil- 
lem L. Meijering, who does the same 
for the Netherlands, and one by Robert 
W. Hyde, who reviews trends in social psy- 
` chiatry in the United States. The authors 
provide a panoramic view of the new de- 
yelopments in the community oriented or- 
ganization of preventive, therapeutic and 
tehabilitative services. 

The section also includes a most interest- 
ing paper by Lieutenant Colonel Bruce L. 
Bushard, who discusses the new philosophy 
underlying the U. S. Army’s Mental Hy- 
giene Consultation Service. This paper, 
which has clear implications for civilian 
community psychiatry, points up the lim- 
ited value of much of our routine practice 
of time-consuming individual diagnosis and 
psychotherapy, which is based on identify- 
ing and correcting weaknesses in our pa- 
tients. In place of this approach, it de- 
Scribes a service which tries to stimulate a 
patient's “commitment” to grapple with 
his life problems, which exploits his ego 
Strengths and stimulates the supports of 
his environment, and which counteracts 
the “concurrence” of significant others with 
his impulses to abdicate into illness. 

Among other interesting papers, the 
book includes a brilliant article by Fritz 
Redl who analyzes the meaning of our con- 
cepts of the “Therapeutic Milieu.” A clear 
and incisive analysis of the epidemiology 
of mental illness in troops during warfare 
I provided by Colonel Albert J. Glass. An 
excellent theoretical paper by Chris Argyris 
analyzes the lack of congruence between 
individual personality needs and the de- 
Mands of the organizational system of a 
factory, which are significant in the causa- 
tion of mental ill-health in industry. A 
Paper by James S. Tyhurst describes some 
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of his studies on the natural history of the 
psychological manifestations of people in 
“transitional states,” caused by natural dis- 
asters, by migration, and by job retirement, 
all of which have significant implications 
both for models of etiology of mental dis- 
order and for planning programs of pre- 
ventive psychiatry——GERALD CAPLAN, M.D., 
Harvard University, Boston, Mass. 


THE DISTURBED CHILD 


By Pearl H. Berkowitz and 
Esther H. Rothman 


New York, New York University Press, 1960, 204 pp. 


Since children spend such a large portion 
of time attending school, these authors be- 
lieve that “teachers are in a unique posi- 
tion to observe their behavior.” Recogniz- 
ing that the teacher is not primarily a 
diagnostician, the authors nevertheless 
maintain that in the ordinary classroom 
“the teacher is frequently able to help the 
child who is emotionally disturbed by pro- 
viding him with a therapeutic situation 
within the confines of the schoolroom.” 

Chapter headings indicate the scope of 
the book: the need for recognizing the dis- 
turbed child; the schizophrenic child; de- 
tecting symptoms of organic malfunction- 
ing in children; the neuroses; behavior mal- 
adjustments; sexual deviates in children; 
the psychopathic personality; the teacher 
and the disturbed child; personality pro- 
jection through verbal expression; the crea- 
tive arts; the academic curriculum; tran- 
script of a classroom session. 

The book is rich in actual classroom 
cases and situations—W. Carson RYAN, 
Ph.D., University of North Carolina, Chapel 
Hill, N. C. 
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AMERICAN HANDBOOK OF 
PSYCHIATRY 
Volumes I and II 


Edited by Silvano Arieti 
New York, Basic Books, Inc., 1959, 2,097 pp. 


If the reviewer stated in the beginning that 
this is the most monumental work that has 
appeared upon the psychiatric scene, he 
would not be far wrong because such was 
the obvious intent of its editor and his 
editorial board. 

Never before has it been possible to pre- 
vail upon over 100 professional persons— 
each recognized in his own field—to colla- 
borate in the publication of a comprehen- 
sive encyclopedia of this nature. It is more 
than a handbook, more than a source book. 
It is a serious and thoughtful compilation 
of what is known about psychiatry today. 
To bring such a mass of material to the 
point of readiness for press is no mean task 
in itself when one recognizes the divergent 
although valid opinions held by psychia- 
trists. This is recognized by the editor when 
he states; “Two or three of our contributors 
disagreed with the editorial policies but par- 
ticipated nevertheless.” He further grants 
the participants complete freedom to ex- 
press their views when he states; “The views 

expressed in the various chapters are the 
responsibility of the respective authors and 
do not necessarily represent those of the 
editor, the editorial board or the pub- 
lisher.” 

What better background could we have 
for the presentation of facts that are known 
and are a part of the history of psychiatry, 
of theories about which there are at times 
conflicting opinions or of assumptions 
which cannot be proved or for that matter 
disproved? Never before has the reader 
been presented with such an opportunity 
for serious thought and reflection. 
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Part One deals with “Topics of General 
Interest” and contains three chapters which 
seem, to this interviewer, to be of extraor- 
dinary interest. They are: “American 
Psychiatry from the Beginning to World 
War II,” “The Psychiatric Interview” and 
“The Psychiatric Examination.” Part Five 
is concerned with “Psychosomatic Medi- 
cine.” One of the reviewer's friends, a 
prominent internist, states: “this is phe 
nomenal; it reads like a novel.” 

In Part Six, the article on “Psychiatric” 
Problems of Adolescents” is of special 
merit. In fact all material dealing with 
children is excellent, the article on mental 
deficiency being outstanding. 

Volume II will challenge the interest of 
the clinician for it deals with clinical em 
tities and their therapy. Part Eight, “Or 
ganic Conditions,” is exceptionally well- 
done and very appropriate in view of thé 
increase in our aging population. Part 
Nine, “The Therapies,” contains valuable 
historical data and certain parts leave the 
reviewer with the feeling of nostalgia, 
probably because of his own bias which 
he feels free to entertain because such privi 
lege was accorded the individual authors 
by the editor and the editorial board. 4 

Part Ten, “Psychoanalytic Therapies: 
is of both current and historical interest 
Here one finds much less that is contro 
yersial than one would ordinarily assumer 
because. underlying these therapeutic. apj 
proaches is a basic concept of the patient 
his individual worth and an approach t0 
his problem that is more or less common 
to all who would help him. Part Eleven 
“The Physical Therapies,” is one of a 
best sections of Volume II. It is cleat a 
explicit, stating what is known about pP H 
sical therapies as well as what is not known 
It deserves to be studied carefully ane 
thoughtfully in view of th 


Volume I is divided into seven 3 


desperation which one frequently finds in 
| his colleagues who are continually baffled 

by the patients’ refusal to respond to their 
best efforts. 

Part Fifteen, “Legal Administrative Di- 
dactical and Preventive Psychiatry,” serves 
| to make the work complete although it 
| may not have the wide appeal which other 
| chapters possess. It is worth special em- 
| phasis for this reason alone as it illustrates 
| the intent of the editorial board to present 
for the reader all aspects of American psy- 
chiatry. 

In summary, two significant facts merit 
special attention. In the first place, the ar- 
ticles themselves are stripped of all unnec- 
essary verbiage. The authors say what they 
have to say on the subject and this without 
undue use of complicated vocabulary and 
complex sentences. I would not want to 
give the impression that these are sum- 
Maries because this definitely is not true. 
| At no time does an author shirk the respon- 
sibility to “come to grips” with his presen- 
lation, but points once made are not be- 
| labored and this will be appreciated by all 
Teaders, 

Special mention should be made of the 
carefully prepared bibliography which each 
author includes at the end of his presenta- 
tion, One can scarcely imagine anything 
|! psychiatric literature which has escaped 
attention. The chapter on schizophrenia, 
for example, contains 176 references. In 
| General Concepts of Psychosomatic Medi- 

Gne” there are 76 references. All of this 
18 further indication of the thoroughness 
With which the authors have prepared their 
Material. A name index and a subject in- 
dex complete the work. 

A reviewer usually indicates the segment 
°% the reading population for whom any 
| book will have special appeal. This re- 

Mewer will reverse the process by stating 

at no one in the field can afford to de- 
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prive himself of the pleasure of ownership. 
He can only agree with his internist friend, 
“It reads like a novel.” You can pick it 
up, you can lay it down, but you will al- 
ways return for hours of pleasurable read- 
ing—MILTON E. Kirkpatrick, M.D., The 
Henry Pollack Memorial Clinic, Long 
Branch, N. J. 


PREDICTING DELINQUENCY AND 
CRIME 

By Sheldon and Eleanor Glueck 

Cambridge, Mass., Harvard University Press, 1959, 
283 pp. 


The authors emphasize that in this book 
they are making a pioneer attempt to pre- 
sent an entire system of predictive devices 
for delinquents and criminals covering the 
span of years from the individual’s first 
court appearance until approximately the 
age of forty. The prediction tables are 
based on the concept that certain charac- 
teristics in the make-up and background 
of different types of juvenile and adult 
offenders bear significant relationship to 
variations in their behavior during and 
following peno-correctional treatment. Re- 
search projects in this area were begun in 
1925, and the first prediction tables were 
published in 1942. 

A comparison is made between this 
(Glueck) method and the Burgess method. 
The latter method gives equal weight to 
numerous factors found to be differentially 
related to success or failure on parole while 
the Glueck method employs only those fac- 
tors (usually five) that have been demon- 
strated, through follow-up studies, to bear 
a high relationship to subsequent behavior. 

For example, the five factors involved in 
prediction of behavior of the male delin- 
quent on parole are: birthplace of father, 
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birthplace of mother, discipline by the 
father, discipline by the mother and school 
misconduct. 

In attempting to identify potential ju- 
yenile delinquents, the five significant fac- 
tors are: social assertiveness; defiance; sus- 
piciousness; destructiveness; emotional la- 
bility (absent, slight or present). 

Almost one-half of the book is composed 
of appendices, describing prediction tables, 
prediction factors, scores and definitions. 
There are special tables for male juvenile 
delinquents, for adult male offenders, for 
female offenders, for neurotic offenders, etc. 

In Chapter X the authors report that 
two other groups of workers—in different 
parts of the country—using these predic- 
tion tables have been able to identify po- 
tential delinquents in at least 91 per cent 
of cases. A third research group has found 
positive correlation in 82.3 per cent of 
cases. In Japan a positive correlation was 
found in 89 per cent of cases, and in France 
in 91.2 per cent of individuals studied. 

The reviewer is a clinician and finds it 
difficult to understand and follow all of the 
statistical material presented in this book. 
He does, however, consider this book to be 
another valuable contribution by two dis- 
tinguished scientists who have devoted the 
Major portion of their professional careers 
to the study and understanding of delin- 
quents and criminals. 

The book is recommended for teachers, 
lawyers, probation and parole officers, psy- 
chiatrists, legislators and particularly for 
judges of juvenile and adult criminal courts 
who bear the responsibility for sentencing 
the antisocial individual. If these predic- 
tion tables can be validated by more clini- 
cians, one can do a great deal to identify 
and treat the potential delinquent or 
modify his environment to prevent his anti- 
social behavior. If he has been appre- 
hended, the court worker using this pre- 
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dictive device can plan more intelli 
how to plan for his future. 

It is the reviewer’s hope that this b 
will stimulate more study and research: 
this very significant area of human 
duct—Frank J. Curran, M.D., New Yo 
N. Y. $ 


PSYCHOTHERAPY: 

Second Volume 

By J. L. Moreno 

Beacon, N. Y., Beacon House, 1959, 236 pp. 


This sequel to Volume I (which appe 
in 1946) deals with what the author viey 
as the foundations of psychotherapy—indi 
vidual and group. There are six chapi 
each consisting of a lecture, followed 
from two to fifteen discussions and a 
ply” by the author. Some idea of the s 
of the book may be gathered from somi 
the chapter titles: (1) Transference, (0 
tertransference and Tele; their relatiot 
group research and group psychother 
(2) Interpersonal Theory; Group Psy 
therapy and the Function of the U: 
scious; (3) The Significance of the TI 
peutic Format and the Place of Acting 
in Psychotherapy; (4) The Discov 

the Spontaneous Man, with Special 
phasis upon the Technique of Role 
versal; (6) Existentialism, Daseinsan 
and Psychodrama with Special Em 
upon Existential Validation. Among 
discussants we find various points of ` 
expressed by such writers as Ackei 
F. Alexander, Bromberg, Dreikurs, “1 
Reichmann, Masserman and Sorokin. 

Doctor Moreno, with his interest 

ciometry and psychodrama, 
uted much to our thinking. : 
agrees with him or not, he is always 
lating and provocative—useful trail 


field in which there is much room for 
investigation and progress. 

To Doctor Moreno “the fundamental 
principle underlying all forms of psycho- 
therapy is the encounter (Begegnung, tele) 
and not the transference of psychoanalysis.” 
Tele he defines as “insight into,” “appre- 
ciation of,” and “feeling for the actual 
make-up of the other person,” thus empha- 
sizing the two-way aspect of the thera- 
peutic relationship. 

The book may or may not make “‘con- 
verts,” but it will certainly stimulate feel- 
ing and, hopefully, thought—WuinrRED 
OVERHOLSER, M.D., Saint Elizabeths Hos- 
pital, Washington, D. C. 


MEDIEVAL AND RENAISSANCE 
MEDICINE 

By Benjamin L. Gordon 

New York, Philosophical Library, Inc., 1959, 843 pp. 


The number of pages (843) in this book 
nearly equals the number of years that it 
Covers. Its general discussions are easy to 
read: perhaps the general medical reader 
(not the historian) will skip the biog- 
Taphies of many lesser-known physicians. 

One of the author’s concerns is the way 
Medicine—from the sixth to the thirteenth 
centuries at least—was promoted by the 
Arabian and Jewish cultures and hindered 
by barbarians and Christians. A fasci- 
nating example of Arabian knowledge is 
&iven in The One Thousand and One 
Nights, dated at the end of the eighth cen- 
tury. A beautiful and intelligent slave girl 
Was questioned by the Caliph’s physician 
and her answers have astonishing vitality 
today, 

In separate chapters the slow growth of 
Medicine in Europe is discussed for each 
Country and for each disease. For the psy- 
chiatrist, the dancing mania, flagellation 
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and the Crusades are in the chapter “Emo- 
tional Disorders,” 

The last chapter takes up the liberation 
of medicine in the universities after the 
passing of the Medieval Period.—EARL D. 
Bonn, M.D., Philadelphia, Pa. 


PSYCHOLOGY OF PERSONAL AD- 
JUSTMENT: STUDENTS’ INTRO- 
DUCTION TO MENTAL 

HYGIENE 

By Fred McKinney 

New York, John Wiley & Sons, Inc., 1960, 490 pp. 


Professor McKinney has consistently pio- 
neered in recognizing and in doing some- 
thing about the importance of the college 
period for healthy personality growth. He 
has developed two complementary instru- 
ments to help students meet the problems 
incident to the transition from family de- 
pendence to adult autonomy: the profes- 
fessional counseling service and courses in 
personal adjustment for college students. 

This third edition of a Students’ Intro- 
duction to Mental Hygiene is a text for 
such a course, 

The book is organized as a teaching text 
and complemented by an instructor's man- 
ual, replete with exercises. Its central 
theme is one of creative adjustment through 
self-understanding and active self-develop- 
ment. To form a basis for such efforts, a 
wide range of human behavior and experi- 
ence is discussed, illustrated by cases which 
ring true and buttressed by copious refer- 
erences to some 874 carefully chosen stud- 
ies. In effect it presents a psychological 
positivist philosophy of life for collegians, 
with the air of a wise and experienced, if 
slightly didactic, guide and mentor. 

Whether this philosophy represents men- 
tal health is not critically examined—this 
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reviewer would prefer more questions and 
fewer answers—but the advice is reason- 
able except where it becomes too specific: 
eg., to “buy a. pocket notebook and de- 
termine useful, meaningful manner.” Cer- 
tainly Professor McKinney’s book answers 
the need for a means to expand the psycho- 
logical horizons of not too sophisticated 
college freshman, which may describe the 
majority.—Bryant M. Wencz, M.D., Yale 
University, New Haven, Conn. 


CULTURE AND MENTAL HEALTH 
By Marvin K. Opler 
New York, The Macmillan Company, 1959, 533 pp. 


Dr. Marvin K. Opler takes pains to em- 
phasize that psychiatry, as a medical sci- 
ence, has perfected knowledge of patterned 
behavior in individual persons and in path- 
ological states studied in western European 
cultures. The social sciences, working quite 
independently of psychiatry until recent 
years, have examined patterned behavior 
among groups of persons. The social sci- 
ences have noted ranges and contrasts in 
conduct, whether “normal” or aberrant, 
and anthropology, particularly, has ex- 
tended these examinations throughout the 
world. 

Recently, social psychiatry has begun to 
develop as a basic science concerned with 
the impact of cultural and social factors 
upon personality and human behavior. 
Through it the gap may be bridged be- 
tween the converging fields of psychiatry 
and the social sciences, which are progres- 
sively recognized as useful to each other. 
Culture and Mental Health, a book of es- 
says dedicated to the 1960 International 
Mental Health Year, illustrates the nature 
and degree of convergence thus far achieved. 

The 23 authors are predominantly an- 
thropologists or other social scientists; 
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many of them have been directly associated 
with social psychiatry. (Several of them 
have also had personal analyses and have 
sometimes studied at psychoanalytic insti- 
tutes.) Of the six physician-authors, five 
are psychiatrists. Additionally two of them _ 
have had formal training in a social science, 
The sixth physician holds a doctorate in 
public health, with studies in social psychi- 
atry to his credit. All have concerned them- 
selves with the social or ecological aspects 
of sickness. 

The editor of this volume, an anthro- 
pologist who has worked in the field of 
social psychiatry for some 20 years, at- 
tempted to solicit essays that were based 
upon studies done in all the major con- 
tinents and the Pacific islands. The put- 
pose of the book, however, is not to present 
a round-the-world survey of mental health 
but to illustrate unequivocally the variable 
effect of culture or cultural stress on men: i 
tal health. In this brief review it is im 
possible to do more than hint at the wealth 
of material that supports this thesis. 

The two studies from Micronesia, for 
example, deal in one instance with con- 
temporary “well” people and in the other 
with psychotic people. They have been 
grouped because they clearly indicate that 
both the healthy and the sick personalities 
“are moored in culture and subject to the 
conditions of culture existence.” Fascinat 
ing essays about Chinese, Indians and Ma- 
laysians suggest that in addition to the 
differences in how mental illnesses a” 
treated in various places, the amounts and 
types of disorder vary depending upon cul 
tural factors. To mention one essay specit- 
ically as further illustration of the impor 
tance of cultural factors, “Family, Anxiety 
and Religion in a Community of North 
India” reports on the numerous religious 
rites by which the women annually proni 
tiate gods and goddesses on behalf of ne 
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husbands, sons and brothers. The purpose 
of this description is to emphasize the anx- 
ious concern that underlies the carrying 
out of these rites and to note how they re- 
inforce the strength and importance of the 
Hindu family as a social unit. 
Following the sections that focus on vari- 
ous contrasts drawn from Asia, Africa, 
Oceania and Europe, attention is directed 
to specific problems of subcultural groups 
in the United States: persons of Spanish- 
American, Irish, and Italian background, 
children of immigrant Jewish parents and 
American Negroes. Here the question of 
personality adjustment is of particular in- 
terest. These are groups whose members 
do not as yet identify themselves com- 
pletely either with the dominant American 
culture or with their own minority culture 
(except for the Spanish-Americans in 
Texas, who are described in this book). 
They must, nevertheless, maintain ties with 
both. Differences in patterns of family au- 
thority, channeling of emotional expres- 
sion and so on tend to make for serious 
mental conflicts. The conflicts may, how- 
ever, manifest themselves in such unlike 
ways as those reported for the hospitalized 
Trish and Italian schizophrenic patients. 
Because of the caste system American Ne- 


- Broes have suffered more serious conse- 


quences than have these other groups. In 
his essay on “Explorations in Negro Per- 
sonality,” Dr. A. Kardiner declares that 
“psychiatry must treat individuals on whom 
the mark of oppression has been laid. It 
cannot do so without noting a subcultural 
Variation which grows out of the discrim- 
inatory pattern.” 

The reader should not conclude from 
the foregoing paragraphs that the exclusive 
value of this book lies in its rich provision 
Of helpful clews for psychiatric practice 
and further needed research, or of stimu- 
lating textual material for teaching. Per- 
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haps its greatest potential usefulness lies in 
its implications for the planning and ad- 
ministration of programs of mental health 
and the institutional care of the mentally 
sick. 

Differences in incidence, prevalence and 
type of disorder furnish a practical base, as 
Dr. Opler notes, for planning programs 
and “give insight into the necessary ingre- 
dients of preventive techniques.” How lit- 
tle direct use has thus far been made of 
cultural knowledge, at least in psychiatric 
hospitals, is suggested in “Major Patterns 
of the Mental Hospital—U.S.A.” by Dr. 
Edward A. Kennard, an anthropologist who 
has worked for several years in such institu- 
tions. He writes: “The grouping of patients 
has nothing to do with their previous so- 
cial characteristics and experience. . . . 
Race, ethnic group membership, former 
occupational status and other indicators of 
expected social behavior are ignored. In 
this sense hospital life is discontinuous with 
all previous experience, with the possible 
exception of military service.”—EsTHER 
Lucite Brown, Ph.D., Russell Sage Foun- 
dation, New York City. 


CHILD BEHAVIOR AND 
DEVELOPMENT 
(Revised and Enlarged Edition) 


By William E. Martin and 

Celia Burns Stendler 

New York, Harcourt, Brace & Company, 1959, 618 
pp- 


This book is a revision of previous mate- 
rial. Both the revision and the enlarge- 
ment, with its additional concepts, make 
the book far more useful. This text ap- 
parently was prepared for beginning stu- 
dents in child development. However it is 
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actually an excellent source book for any- 
one in this area as well as for those doing 
child guidance or other work with children. 
The authors are able to give a clear and 
well-substantiated picture of the develop- 
ment of the total child. 

To the reviewer, the treatment of emo- 
tional aspects of personality and the space 
given to describing the socialization of the 
person is a welcome and very useful em- 
phasis. The whole book is well-done al- 
though some of the material could do with 
a clearer and more simple explanation. 
Since the book is a revision, I will confine 
the remainder of the comments to the por- 
tions which were added. 

Chapter Nine in Part II, I think, is a 
valuable addition. The importance of the 
experiences in the growing life of a person 
cannot be overemphasized where we are 
attempting to work with ways of increasing 
individual adequacy in getting along with 
oneself and one’s fellows, and where we 
are trying to show parents and other adults 
ways of introducing experiences to the 
growing individual which will help him to 
make good reality adjustments more effi- 
ciently and quickly. 

‘Another important part of this chapter 
is the excellent way in which the authors 
have drawn on research material to illus- 
trate their points. They manage to make 
much of the animal research to which they 
refer show a very reasonable relationship 
to work with humans. They bring out in a 
very effective way the relationship of child 
development to different kinds of learning. 
I believe this chapter has greatly increased 
the value of the book. 

With respect to Part IV, “The Course of 
Normal Development,” the use of normal 
growth and development as a frame of 
reference from which to view the total 
growth of the individual is basically very 
important. In understanding human 
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growth and learning, this frame of refer- 
ence has been overlooked many times. The 
illustrations are clear and useful and, I 
believe, would be worthwhile to every level 
of reader. The space given to understand- 
ing cognitive development—motivational 
as well as physical development—has added 
greatly to the value of the material. Gen- 
erally I have nothing but praise for 
this text even though many of the same 
comments could be made for Part IV that 
I made for the other new chapters—that 
more time and some more illustrations 
would have made this portion even more 
valuable than it is now. 

The bibliographies and sources are good 
and varied and in themselves should be 
very useful to anyone wishing to go fur 
ther with the material discussed in the | 
text. It is the intention of this reviewer to 
use this book as a source book for under- 
graduate and graduate students and for lay- 
men who wish to have a clearer picture of 
total development—W. Mason MATHEWS, 
Ph.D., The Merrill-Palmer School, Detroit, 
Mich. 


THE SEARCH FOR EMOTIONAL 
SECURITY 
By Edward M. Bennett 


New York, The Ronald Press Company, 1959, 
pp. 


239 


This is an unusual book in one important 


way: it contains a distillation of sound Pay 
chological analysis and advice written in 4 
consistently adequate way with no recourse 
whatever to technical jargon. The access 
bility of the book to the nonprofessional 
reader is therefore very high, and one m 
recommend it highly to the informed am 

serious lay reader. It is not often that 4 
book appears that combines clarity am 


accessibility of writing with no dilution of 
“content or analysis, and Dr. Bennett's 
achievement commands respect and, hope- 
fully, emulation. 
The framework of the book is an extended 
presentation of the life experiences of a 
“striving middle-class male, Mark Rodgers, 
“who, through circumstances essentially ex- 
“ternal to his basic life patterns, committed 
“and was executed for a homicide. During 
the last few months of his imprisonment, 
Dr. Bennett treated him in almost daily 
“counseling sessions. 
_ The presentation of selected incidents 
“and themes from Mark Rodgers’ childhood, 
youth and early maturity is skillfully inter- 
woven with discussions of the meaning of 
such behaviors in our society, the almost 
“universal quest for security, the nature of 
ec parent relationships, the adolescent's 
struggle for identity, the adult’s work and 
family roles and so on. The viewpoint is 
broad, with a constant and salutary refer- 
ence to the inextricability of social and cul- 
tural factors in their effects upon individual 
Psychology. 
C In sum, an unusual and useful set of 
Variations on an important theme.—ALFRED 
H. Karz, University of California Medical 
Center, Los Angeles, Calif. 


SCORING HUMAN MOTIVES: 
“A MANUAL 
By John Dollard and Frank Auld, Jr. 


New Haven, Conn., Yale University Press, 1959, 
452 bp. 


This book is a manual. It defines a way of 
Marking off the sentence of a dialogue and, 
Once they are marked off, of sorting these 
Sentences into categories such as “fear” or 

“sex.” One can count the number of items 
falling into each of these categories and say, 
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for instance, that a specific hour of a case 
contains n fear sentences but no sex sen- 
tences. It may then turn out that a patient 
having n fear sentences and no sex sentences 
is a good prospect for therapy (or a poor 
prospect) and thus the time of good psycho- 
therapists, always in short supply, can be 
more intelligently rationed. This, in a nut- 
shell, is our project. 

In a larger sense the subject matter is 
that of human interinfluencing or com- 
municating, of signaling on the one side 
and responding on the other—of which 
psychotherapy is a special and critical ex- 
ample. 

The reviewer could not put the descrip- 
tive aspects of this volume more succinctly 
than do the authors in their introduction. 

This felicitous use of the language which 
the authors study by content analysis is a 
pleasantly outstanding quality of the book. 

Content analysis is a very useful tool in 
attempting to study objectively and quanti- 
tatively such seemingly subjective and quali- 
tative expressions as propaganda, advertise- 
ments and the communications of therapists 
and their patients. The crux of content 
analysis lies in the good definition and 
selection of variables. The authors provide 
a well-thought-out syllabus for the study of 
psychotherapeutic interviews. 

As the junior author remarked in a 
lengthy review of content analytic studies 
of psychotherapy some years ago (Psycho- 
logical Bulletin, September, 1955) we still 
need the intelligent application of content 
analysis within a conceptual framework. 
There is good reason to hope that the 
Dollard-Auld volume should lend itself to 
objective testing of basic hypotheses of 
psychoanalysis and other forms of psycho- 
therapy. — LEOPOLD Bertak, M.D., Larch- 
mont, N. Y. 
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THE RORSCHACH AND THE 
EPILEPTIC PERSONALITY 


(Le test de Rorschach et la personalite epi- 
leptique) 

By J. Delay, P. Prichot, T. Lempériére and 
J. Perse 

Translated by Rita and Arthur Benton. 


New York, Logos Press, Inc., 1958, 265 pp. 


Problems of the Rorschach test in the diag- 
nosis of epilepsy, some of the problems of 
epilepsy itself and incidental information 
concerning the test in patients with brain 
pathology form the subject matter of this 
book. It consists of two major divisions. 
The first, comprising just about two-thirds 
of the entire book, is a survey of prior litera- 
ture, The other and more important one- 
third reports on the authors’ original in- 
vestigation into this disease, one of the old- 
est recorded in the annals of man, yet ever- 
new in the riddles it poses. 

These investigators studied 50 ambula- 
tory epileptic persons of whom 13 were 
classified as suffering from “essential epi- 
lepsy.” 14 as “symptomatic traumatic,” 9 
“symptomatic nontraumatic,” and in 14 the 
cause was unknown. Ages ranged from 
fifteen to sixty, with amean at 29.2. The sex 
distribution was 35 men and 15 women. 
The authors include brief notes describing 
the degrees of personality disturbance as 
severe, moderate or none. 

In evaluating their Rorschach test find- 
ings the authors focus on four kinds of data. 
Three of these are known to students of 
the test. They are Rorschach’s Erlebnis- 
typus or the Experience Balance, the 
weighted sum of the color responses, and 
Piotrowski’s 10 organic signs. The fourth 
consists of Minkowska’s signs, i.e., certain 
relations among the forms seen as in move- 
ment. According to the authors, Minkow- 
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ska finds these signs characteristic of pa- 
tients with essential epilepsy. They them. 
selves found such “relation” signs in 17 out 
of their 50 test records. 

The findings in the investigation are re- 
ported in terms of statistics for the group, 
and their meaning is to be so gleaned from 
the numerous tables. However the authors | 
always include enlightening exposition of 
their data, discussing them in relation to 
such factors as etiology of the epilepsy, 
localization of the traumatized area and the 
brain, and severity of the personality dis- 
turbances. 

One general conclusion reached by the 
investigators was that Piotrowski’s (Ror 
schach) organic signs “provide a positive 
diagnosis of epilepsy,” (p. 229). These 
signs describe one of “two independent di- | 
mensions” derived from the Rorschach test 
protocols. Certain patients identified by 
these criteria make better social adjust 
ments than others. A main general con 
tribution from this investigation is in the 
test’s support of the concept of “an ep 
leptic personality.” 

From a Rorschach test point of view, @ 
principal question is raised on the ade 
quacy of the protocols themselves. From) 
the statistics I infer a productivity of 15 or $ 
fewer scorable associations in 54 per cent of 
the patients. Of the two sample protocols, 
R is 22 in one and 5 in the other. A test 
protocol of five scorable associations is not 
one that can be interpreted in terms o! 
personality. Rorschach set a minimum © 
10 associations for the 10 cards. This 1¢ 
viewer prefers 12 to 15. 

This investigation typifies in fact a central 
problem in reporting Rorschach test T 
searches. The test explores the personality 
as an individual. Nomothetic statistic 
reports can only trace out tendencies 1n the 
groups, as such. But these are abstraction! 
they never describe the individual. Such 


arch is therefore never completely re- 
ported unless it includes a sizable sample 
of the test protocols themselves and the 
agnostic descriptions of the personalities 
‘as derived from these protocols. It is really 
impossible therefore to judge this book as 
"a contribution on the test’s clinical useful- 
ss in epilepsy. 
Assuming sound technical processing of 
‘the associations, the nomothetic statistics 
critically essential for Rorschach test 
Tesearch. These statistics set up the param- 
eters for the particular group in the 
several Rorschach variables. Only by hav- 
ing these nomothetic measures can we com- 
pare the findings in any one individual 
With those in his or another group, and 
‘delineate the features in him. Does he fit 
the pattern of epilepsy? I cannot agree with 
‘the authors, however, that the “presence of 
or more organic signs” in a protocol 
establishes the value of the Rorschach test 
as a positive indicator of epilepsy” (p. 210). 
“Piotrowski’s organic signs are found also in 
nonepileptic patients with brain pathology. 
As the writers themselves say, some of these 
signs are “those of the personality of organic 
patients in general and are not specific to 
epilepsy” (p. 233). 
It is in the first two-thirds of the book— 
k the survey of the literature—that we obtain 
“aM indication as to the present undefined 
‘Situation in the test in this clinical group. 
“The lacks of agreement stand out more than 
do the agreements or any definitive param- 


Bibliographies with a total of 158 items 


enhance the reference value of the book. 


lepsy without referring to Hughlings 
kson? His name appears neither in the 
liography nor in the index. Piotrowski 
as written an introductory commentary, 

nd the smooth reading of the English text 
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is a testimonial to the able translators, Rita 
and Arthur Benton.—SAMUEL J. BECK, 
Ph.D., The University of Chicago, Chicago, 
Il. 


GROWING UP TO LOVE, 
SEX AND MARRIAGE 


By Sidney L. Sands, M.D. 
Boston, Christopher Publishing House, 1960, 131 pp. 


The author approaches the presentation of 
this important subject by a systematic dis- 
cussion of psychosexual development from 
its earliest manifestations to maturity, 
when the person is ready to assume the re- 
sponsibilities of marriage and parenthood. 
This serves as a basis for suggesting impor- 
tant guide lines for young parents and for 
growing children on how this process can 
be carried out most satisfactorily. It is 
most interesting to note the way in which 
the author goes beyond the early years of 
marriage’ and points out the changing pat- 
terns of marital settings in the middle and 
later years. The author stresses the point 
that man is unique in his ability to control 
the process of maturation through an un- ` 
derstanding of both the roots of it and the 
process itself, The achievement of self- 
knowledge will enable the person to mod- 
ify negative factors within himself and in 
his setting or lead him to seek help when 
he cannot achieve this result, Because of 
the dynamic nature of the growth process, 
it is never too late to strive for mature rela- 
tionships and satisfactions. 

The interpretation of the psychobiologi- 
cal concept of personality development is 
presented in terms which can be easily un- 
derstood by a nonprofessional person. The 
literary style is excellent to a point where it 
is often difficult to remember that one is 
reading a factual treatise rather than a 
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piece of good literature. It is true that at 
times the author seems to set up ideal goals 
for which human beings should strive, but 
he makes it clear that these are ideals and 
the important thing is to strive to attain 
them. 

The book should be particularly useful 
to adolescents, young people contemplat- 
ing marriage and young couples still in the 
formative years of their married life. How- 
ever, it is a book which can be read with 
satisfaction by anyone because of the deep 
conviction of the essential worth and dig- 
nity of the individual as presented in this 
highly worthwhile contribution WILLIAM 
Matamup, M.D., National Association for 
Mental Health, New York, N. Y. 


PSYCHIATRIC DICTIONARY: 
THIRD EDITION 


By Leland E. Hinsie, M.D., and 
Robert J. Campbell, M.D. 


New York, Oxford University Press, 1960, 788 pp. 


The third edition of this important volume 
is organized along essentially the same lines 
as its predecessors. It is more than a psy- 
chiatric dictionary. It is an encyclopedia 
of psychiatric, psychological, medical and 
other terms in current use in the profes- 
sional field. There are 1,629 new listings, 
making a total of approximately 7,500 
title entries. Following the word to be de- 
fined in brackets is a key to its pronun- 
ciation, its definition, origin and frequently 
a reference to source material. If an indi- 
vidual has a significant contribution to the 
subject defined, his name, the name of the 
publication, the publisher and the date of 
publication is given. Definitions are con- 
cise and presented in’a way that- profes- 
sional workers should have no difficulty 
in understanding; for example: super ego, 
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constitutional types and existentialism, | 
which incidentally is a new term in this 
edition. In defining fears, nearly 200 terms 
describing various phobias are listed. 

The narrative form in which material is 
presented is particularly interesting. One 
entire page is devoted to the Oedipus com- 
plex, and this is quite ample for most read- 
ers, although it would fail to satisfy the 
more serious student. Cross indexing is | 
quite adequate. There is a brief note on 
important personages deceased since the | 
publication of the second edition. This re- 
viewer has enjoyed reading The Psychiatric 
Dictionary, not in its entirety to be sure, 
but to the extent that he recognizes and | 
appreciates the valuable contribution the 
authors have made to the literature. As 
they state: “It is fundamentally useful to 
every worker in the field of psychiatry.” — 
Mitton E. Kirxpatrick, M.D., The Henry 
Pollack Memorial Clinic, Long Branch, 
N. J. 


THE PSYCHOANALYTIC STUDY OF | 
THE CHILD: VOLUME 14, 1959 
Edited by Ruth S. Eissler, et al. 


New York, International Universities Press, 1959, 


433 pp. 


This fourteenth volume continues the edi | 
tors’ tradition of carefully selecting pape 
which make a theoretical and clinical com 
tribution to the psychoanalytic study o! i 
the child. avig 
As in the past there are four sections 
In the first one, on “Theory,” I would li | 
to mention the papers “On Isolation’ by 
K. R. Eissler and Phyllis Greenacre’s “Play 
in Relation to Creative Imagination.” Both 
papers continue to draw on clinical in 
gation for the purpose of studying theort 
ical propositions. Greenacre continues A 
investigate—as so many have recently dom 


=the process of creativity by expanding it 
into the area of imagination. 

In the next section, “Research Projects,” 
you will find Anna Freud’s studies, under- 
taken at the Hampstead Child Therapy 
Clinic. In this paper she discusses ques- 
tions on analytic research methods and, as 
she put it, “the question of planned re- 
search in analysis.” She gives the outline 
of her various projects—inquiries into the 
analytic treatment of adolescents and bor- 
derline cases, the study of blind children 
and those orphaned in early life. Many of 
these themes have gained clinical impor- 
tance and I am sure all those interested in 
these topics will wish to acquaint them- 
selves with these studies and their progress. 

In the section on “Clinical Papers,” I 
would like to point to Augusta Alpert’s 
“Reversibility of Pathological Fixations As- 
sociated with Maternal Deprivation in In- 
fancy.” Here the author continues her 
work—published previously in other jour- 
nals—on the effect of early maternal depri- 
vation and the modification of treatment 
Necessary to deal with deficiency disturb- 
ances in contradition to those which stem 
from “conflicts.” 

Also of interest is Anny Kata’s “The Nur- 
sery School as a Diagnostic Help to the 
Child Guidance Clinic.” The material 
came from the Department of Psychiatry 
of the Western Reserve School of Medicine. 
The author cites many clinical cases which 
illustrate the contribution nursery schools 
can make in the diagnosis of preschool 


j children. 


In the section on applied psychoanalysis, 
there is—among the four papers presented 
—Lili Peller’s “Daydreams and Children’s 
Favorite Books” in which the author shows 
the connection between what it is fashion- 
able to read to children and their own 
imaginary world. i 

It is not possible to outline or to review 
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in more detail such a collection of excellent 
papers. All those who know that the prog- 
ress which psychoanalysis has made over 
the last decade is closely linked to the study 
of the child will find these volumes indis- 
pensable.—Prrer B. Neusaurr, M.D., New 
York, N. Y. 


ALCOHOL IN ITALIAN CULTURE 
By Giorgio Lolli, Emidio Serianni, Grace 
M. Golder and P. Luzzatto-Fegiz. 


Glencoe, Ill., The Free Press, 1959, 140 pp. 


This very thorough and accurate study was 
done in America, among Italo-Americans 
living in New Haven, Conn., and in Italy, 
principally among residents of Rome. The 
purpose was to compare the habits of the 
two groups. 

The sample was devised so that people 
from all geographic sections of Italy were 
represented. The number of males and 
females in both groups breaks about evenly. 
There is a fair cross section of the popula- 
tion as far as professional status and eco- 
nomical level are concerned. Because about 
99 per cent of the Italians are Roman Cath- 
olics, so were the persons considered in the 
present inquiry. 

The difference between the two groups 
is appreciable only inasmuch as the Italo- 
American group has added hard liquors in 
some amount—still below the average of 
the American statistics—while the residents 
in Italy drink wine, beer only occasionally, 
and hard liquors in a very small amount. 
It is remarkable that even after two genera- 
tions of life in the United States the habit 
of drinking wine and not placing emphasis 
on hard drinks is preserved. Cultural fac- 
tors, and even more family tradition and 
religious practice, are responsible for this 


fact. The more serious clinical manifesta- 
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tions of alcoholism are infrequent. Wine 
is such a deterrent to the use of concen- 
trated alcoholic drinks that its action is 
beneficial. Permanent and serious dam- 

- aging effects of addiction to wine require 
such amounts of wine, drunk constantly 
for years, that percentage-wise, severe alco- 
holism in wine drinkers is far below the 
figures of comparable symptoms in hard 
liquor addicts. 

But the most original and instructive 
part of the monograph is that devoted to 
the comparison between drinking and eat- 
ing habits and how these influence and 
even determine each other. 

` The Italian pattern of a very light break- 
fast, a heavy noon meal and a lighter sup- 
per neutralize, to a considerable extent, the 
action of alcoholic drinks. Wine is the nat- 
ural complement of the heavy noon meal. 
It is therefore assimilated with the meal— 
which essentially hinges on starches (noo- 
dies, potatoes and fresh fruit) and which is 
followed by a few hours of work, often 
manual—so that before the end of the day 
most of the alcohol has already been broken 
down and digested. The Italo-Americans, 
mostly of the second or third generation, 
have assimilated the culture and habits of 
the new country, and they indulge not only 
in hard drinks but also in the “cocktail 
hour,” where drinks with higher alcoholic 
content than wine are taken with light 
food and followed by a period of leisure, 
devoid of muscular exertion. Even if the 
total amount of alcohol in a quart of wine 
is higher than the amount contained in a 
couple of cocktails, the amount of it metab- 
olized as alcohol is larger, under the cir- 
cumstances. 

The monograph also goes into the inter- 
action of wine and milk in the diet of the 
Italians and into the correlation between 
alcoholic and other drinks in the diet of 
the Italo-American group. The habits, 
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well-examined in the study, are as decisive 
in their action as are biochemical consider- 
ations. The comparison between the two 
groups leads the authors to the conclusion 
that the Italians’ habits are primarily re. | 
sponsible for the fact that in Italy alcohol- 
ism is a lesser social problem than in the 
United States, and this conclusion is cor- 
roborated by statistics. 

After reading the book one cannot help 
feeling that there is an area in our knowl- 
edge of alcoholism which demands further 
study and clarification. The correlation 
between diet and consumption of alcohol, 
in connection with clinical manifestations 
of alcoholism, has not yet been thoroughly 
explored.—Hector J. Rırey, M.D., New 
York, N. Y. 


PSYCHIATRIC SERVICES AND 
ARCHITECTURE 
By A. Baker, R. L. Davies & P. Sivadon 


Geneva, Switzerland, World Health Organization, 
1959, 59 pp. 


A new series called Public Health Papers 
has been inaugurated by the World Health 
Organization. The first of these, entitled 
“Psychiatric Services and Architecture, 
devotes some two-thirds of its pages to aT 
statement of the ideas and practices which 
cluster around the present-day vogue for 
community psychiatric services. The re 
maining pages of the pamphlet deal with 
broad architectural generalities recom 
mended by the authors to those who would 
remodel existing buildings or undertake 
new construction in which mental health 
services are to be offered. 3 

The treatise contemplates a continuum 
of assistance in the home, outpatient dinie, | 
treatment center, day hospital, psychiatric 
unit of the general hospital, psychiatrie © 
facility, boarding home, sheltered workshop 


` and working settlement. The importance 


of adequately trained staff available in 
proper supply and deployed in the most 
effective manner is repeatedly and properly 
stressed for the success of such a program. 
With active treatment for every admission, 
the authors state: “All patients will re- 
spond to such an extent that a return to 
some useful function in the community is 
possible.” 

This rather surprising amice must, 
however, be understood it, of the 
patient categories for whom ot. arrange- 
ments are recommended, Failing old peo- 
ple, for example, will be kept at home ex- 
cept in the few countries where the propor- 
tion of senile patients is so high that special 
provision for them may be necessary. Psy- 
chiatric patients with antisocial tendencies 
are to be treated in special facilities and 
“working settlements” will care for the 
class of patients—particularly those with 
schizophrenia—who do not recover suffi- 
ciently for a return to normal life in the 
community. It is not clear to this re- 
viewer how such facilities will overcome the 
defects of the chronic psychiatric hospital, 
defects which the authors are quick to con- 
demn. 

They further state that they intend to 
“refrain” from making recommendations 
for the care of the alcoholic, drug addict, 
mental defective and epileptic patient. It 
seems reasonable to say that the complex- 
ion of existing mental hospitals in the 
United States would be considerably al- 
tered if these several categories of patients, 
particularly those with process schizo- 
phrenia, were removed without delay. One 
would hope that a subsequent publication 
by these or similarly knowledgeable and 
persuasive authors might confine itself to 
just these problem areas for, in the United 
States at least, they must be taken into 
Serious account. 
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If “Psychiatric Services and Architec- 
ture” has a flaw, it might be said to lie in 
its level of generalization. The preface 
states with some pride that 29 psychiatrists 
from 13 countries and four architects from 
three countries made comments and 
amendments, thus increasing the interna- 
tional validity of the work done. Yet, in 
those passages of the report concerned 
specifically with architectural matters, the 
admonition is frequently offered that local 
conditions and custom must be fully taken 
into account. With this caution many 
would agree. An international document 
which contains only those generalities all 
can hopefully endorse may be in danger of 
sacrificing useful applicability for agree- 
ment in broad and innocuous principle.— 
PauL Haun, M.D., Trenton, N. J. 


ADOLESCENT AGGRESSION: A STUDY 
OF THE INFLUENCE OF CHILD- 
TRAINING PRACTICES AND FAMILY 
INTERRELATIONSHIPS 

By Albert Bandura and Richard H. 
Walters 

New York, The Ronald Press, 1959, 475 pp. 


This volume reports the results of an em- 
pirical study of the child-training factors 
and family relationships that are conducive 
to antisocial aggressive behavior in adoles- 
cent boys. The method is influenced by 
the tradition established by Robert R. 
Sears. It endeavors to merge the theoreti- 
cal insights of psychoanalysis with con- 
tributions from the field of learning theory. 
Underlying the whole approach is Dol- 
lard’s frustration-aggression hypothesis and 
the concepts of learning offered by Hull, 
Miller, Whitney and Child. 

The study sets out to test a group of 
hypotheses concerning the relationships be- 
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tween dependency and anxiety, affection 
and sex, aggression and the establishment of 
internal controls. The subjects of study 
are 52 adolescent boys and their parents. 
Of these, 26 boys are of the aggressive 
type, and the other 26 represent controls. 
The process of data collections depends 
upon a series of individual interviews, after 
which the data are separately evaluated by 
three judges. 

Examples of the hypotheses with regard 
to dependency and aggression are: parents 
of aggressive boys show less warmth and 
affection than the controls; parents of ag- 
gressive boys are less permissive of depend- 
ent behavior; aggressive boys display more 
direct aggression, conspicuously so toward 
mothers, less so toward fathers; aggressive 
boys show more anxiety in dependency 
Situations; they are restrained more by fear 
than guilt. 

With regard to sex and aggression, the 
following hypotheses apply: aggressive boys 
show less anxiety about sex than the con- 
trols; they engage more freely in hetero- 
sexual relations; they do not integrate sex 
and affection; their fathers are more per- 
missive of heterosexual experience than 
those in the control group; aggressive boys 
have weak internal controls. 

On principle, empirical investigations of 
psychodynamic theories are surely on the 
side of the angels. In this case, however, 
one cannot help but wonder what really 
has been achieved. The hypotheses are 
so general and clinically so self-evident that 
one wonders what is added to our knowl- 
edge with such statistical affirmations. The 
outcome of such measurements must surely 
be disappointing to the clinician. A study 
of this type tells us more about the limita- 
tions of a particular method of research 
than it adds to our understanding of hu- 
man behavior. 
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Tf acting out in adolescent boys were 
viewed as a symptom of family distortion 
and if the interaction between mother 
and father were observed in interview, the 
results might have been more challenging. 
—NaTHAN W. AcKERMAN, M.D., New 
York, N. Y. 


PSYCHIATRIC NURSING CONCEPTS 
AND BASIC NURSING EDUCATION: 
PROCEEDINGS OF THE CONFER- 
ENCE AT BOULDER, COLORADO, 
JUNE 15-18, 1959 

New York, National League for Nursing, 1960, 
151 pp. 


“The major purpose of the conference was 
to identify, study and evaluate behavioral 
science concepts and methods of integrat- 
ing them. . . .” Principles, findings and 
concepts from the behavioral sciences that 
were described as concepts in the conference 
are identified as psychiatric nursing con- 
cepts in the title of this report. The four 
papers were in the areas of philosophy, in- 
dividual supervision, basic components of 
therapeutic nurse-patient relationships and 
some of the basic concepts of psychiatric 
nursing. Each of these integration papers 
is followed by the discussants’ papers and a 
summary of the general discussion. 

A critical aspect of the initial paper on 
philosophy is that the authors have in- 
tended it to be a “statement in progress 
rather than a perfected statement of phi- 
losophy” underlying integration of psy- 
chiatric nursing concepts. “Individual 
Supervision” defines and describes one of 
the more recent methods of teaching con- 
cepts in psychiatric nursing which could 
be integrated in other areas of nursing mm 
baccalaureate degree programs. “Jdentifi- 


~ cation of the Components in a Therapeu- 
tic Nurse-Patient Relationship” identifies 
three of these components, several concepts 
and the phases of the relationship. The 
fourth paper, “Identifying Some of the 
Basic Psychiatric Nursing Concepts For 
Nursing Education,” lists 10 statements as 
psychiatric concepts and discusses two of 
these. 

The value of this report lies in the stimuli 
that are given to nurse educators and gradu- 
ate students of psychiatric nursing in the 
areas of philosophy, a newer teaching 
method and further development of psy- 
chiatric nursing theory. Some of the in- 
tellectual tasks which might be accom- 
plished by these persons are as follows: 

1. Differentiation between concepts, prin- 


ciples, findings and processes; 
2. Development of operational definitions 
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of key concepts and principles of psy- 
chiatric nursing; 

3. Development of methods of applying 
the key concepts and processes of psy- 
chiatric nursing; 

4. Development of criteria by which the 
phases of nurse-patient relationship 
and the supervisory process can be 
identified; 

5. Development of criteria which deter- 
mine the content to be integrated; 
and 

6. Further refinement of the philosophy 
underlying integration. 


The goal of these and other tasks would 
be the communication of a theory of psy- 
chiatric nursing which could be applied, 
validated, refined and integrated.—SHIRLEY 
F. Burp, R.N., M.S., College of Nursing, 
Rutgers University, Newark, N. J. 
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Notes and Comments 


MENTAL HEALTH WEEK, 
MONTH PLANS ANNOUNCED 


The annual Bell Ringer Campaign for 
Mental Health will be launched during 
Mental Health Week April 30-May 6 and 
will continue throughout May. This year’s 
Mental Health Week observance will fea- 
ture the new Mental Health Careers Pro- 
gram of the National Association for Men- 
tal Health. ` 

The week’s special Careers activities will 
focus on both community and hospital 
programs — careers assemblies in high 
schools, library exhibits and careers meet- 
ings and conferences. Hospital-centered 
activities will concentrate on “Career Day” 
hospital tours as a part of the regular Op- 
eration Friendship program and on youth 
volunteer programs. Plans call for setting 
aside one special Career Day for hospital 
tours for young people, giving special em- 
phasis to demonstrations of the different 
mental health professions and occupations. 

The month-long fund-raising campaign 
will be chaired by Loyd Benefield, promi- 
nent Oklahoma attorney, and Jayne 
Meadows, television personality. 


RESEARCH 


The usefulness of tranquilizing drugs in 
preventing rehospitalization of chronic 
schizophrenic patients has been demon- 
strated by research recently reported to the 
Psychopharmacology Service Center of the 
National Institute of Mental Health. Fol- 
low-up studies of released mental patients 
have shown that under suitable treatment 
with the drugs it is possible for many 
patients who suffer relapse and would 
otherwise be hospitalized to live at home 
and in some cases to hold regular employ- 
ment. 
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One study, designed to test the feasibility. 
of treatment of relapsed patients within 
the community, was conducted last year 
by Dr. Else B. Kris, director of psychiatric 
research at the Research Unit of the Man- 
hattan Aftercare Clinic in New York. 
Findings from this study are currently be- 
ing used in an expanded study to compare 
the long-term effectiveness of drug treat- 
ment outside the hospital with the results 
of rehospitalization. 

In another study, a four-year follow-up 
of 330 patients who were given courses of 
drug treatment after discharge from the 
Delaware State Hospital showed that only 
14 per cent of those receiving the drug 
treatment suffered relapses which required 
rehospitalization, while 47 per cent of 
those not kept on treatment had to return 
to the hospital. 


A World Health Organization Expert 
Committee on Mental Health, which,met 
in Geneva last fall, decided that research 
on an international as well as a national 
scale is necessary if further advances are to 
be made in preventing mental illness. The 
Committee defined areas of priority for 
mental health research, placing high on 
the list researches into brain function, 50- 
cial attitudes, effect of cultural change, 
psychoses of the aged, effects of nutrition 
and genetic factors. 

It was suggested that research was needed 
on the kinds of stresses to which high policy 
makers and top administrators are sub- 
jected. 

* * * 
Hillside Hospital in Glen Oaks, New York, 
has been awarded a new three-year research 
grant of $35,200 by the U. S. Public Health 
Service to make further studies on the 
metabolism of psychotropic drugs follow- 


ing their administration to the mentally ill. 
The award has been made to Dr. Vivian 
Rishman, an associate in biochemical 
research. 


CARE AND TREATMENT 


Philadelphia State Hospital entered the 
area of ergotherapy (treatment through 
work) last fall. In November a program 
entitled the “Prep Shop,” initiated by a 
small group of employees from several de- 
partments, was formally announced. The 
“Prep Shop” is designed to be one of the 
final readjustments of institutionalized life 
while aiming at the successful re-entry of 
the patient into the social and workaday 
world when he is released. A renovated 
building has been converted into an ad- 
vanced but somewhat sheltered working 


` situation. 


Applications, interviews, screening and 


other industrial employment selection and 


psychological procedures are put to use to 
carefully choose the patients most likely to 
benefit from this type of activity. Accepted 
patients undergo a four-week probationary 
period during which they adjust and are 
rated as to interest, aptitude and progress. 
If retained, they are transferred from a 
preliminary to an actual workshop during 
the fifth week. At this time they are paid 
an hourly rate and undergo working con- 
ditions closely related to those encountered 
in the outside world. 

Contracts are obtained from neighboring 
industry by personal contacts, direct cor- 
respondence and other methods. 


California’s new day treatment center in 
San Diego represents a pioneering depar- 
ture in the state’s program for treatment 
of the mentally ill. The center will serve 
patients who otherwise would have to go— 
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after some type of commitment proceedings 
—to a state hospital for 24-hour care. With 
the new type of facility, to which they are 
admitted as to any other hospital, they 
can be treated during the day and return 
home at night. Dr. Daniel Lieberman, 
chief deputy director of the state Depart- 
ment of Mental Hygiene, will direct the 
center through its first months. 


+ +e @ 


The first patients from the Rome, N. Y., 
State School have arrived at the school’s 
new Mt. McGregor Division. When the 
renovations are complete the unit will ac- 
commodate approximately 400 patients and 
have a staff of about 200. The facility was 
formerly the New York State Veterans 
Rest Camp. 

Buildings currently available for occu- 
pancy are suitable for selected types of 
older ambulatory patients. Facilities for 
children will be available as soon as the 
building formerly used as a rest home has 
been converted to an infirmary unit, Pa- 
tients with relatives in the northeastern 
counties of the state are being selected 
for transfer so that the new location will 
be more conyenient for family visiting. 


4 + + 


The Veterans Administration has made a 
number of recent announcements on newly 
established services for patients. 
Prehóspital and posthospital medical 
service now is authorized for nonservice- 
connected veterans where hospital stay can 
be shortened by these procedures. Thus 
better use of existing VA hospital beds is 
expected. For psychiatric" patients, travel 


at Government expense, as required, may _ 


be provided to depart from and return to 
the hospital for necessary follow-up care. 
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The VA has also reported a steady rise in 
the turnover rate of psychiatric patients 
in its hospitals. The yearly rate available 
for new patients has increased from 66 per 
cent in 1955 to 78 per cent in 1960. Asa 
result the VA during the past year was able 
to admit more than 41,000 psychiatric pa- 
tients to its hospitals. The agency now 
operates 58,668 beds for the care and treat- 
ment of these patients. Dr. J. F. Blasko, 
assistant director of the VA psychiatry and 
neurology service, said the increase results 
from extension of more intensive treatment 
to a larger number of the agency’s mentally 
and emotionally disturbed patients. He 
also said the newer drug therapies in psy- 
chiatry have made patients more accessible 
to treatment and that findings of the VA’s 
large-scale co-operative studies of these 
drugs have played an important part in 
developing the therapies. 


* + + 


Music also is now being widely used by the 
VA as therapy for its mentally ill patients. 
For the catatonic patients special musical 
approaches are used, since the patients’ re- 
treat from reality is often marked by 
muscular rigidity and inaccessibility to or- 
dinary methods of communication. 

Sometimes familiar songs strike a re- 
sponse that helps them recall childhood 
memories or pleasant associations. Some 
VA hospitals have “catatonic motivation 
groups.” A dozen men sit facing a piano 
and each is given a rhythm instrument. 
As the pianist plays, the men keep time 
to the music; a therapist goes from patient 
to patient to encourage them in their 
music-making. The interest aroused seems 
to help these patients become interested in 
other aspects of living. 


* * * 
Major advances are being made in reduc- 
ing rehospitalization rates of VA mental 
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patients through the co-operation of hos- 
pitals and community vocational and em- 
ployment services. A VA spokesman said 
hospitals where patients receive these in- 
tensive preparatory and follow-up services 
have reported readmission rates as low as 
12 per cent, as compared with the 50 per 
cent rate for mental hospitals in the United 
States generally. These services include in- 
dustrial therapy programs, night hospital 
programs, member-employee programs and 
family care programs and exit wards. The 
VA is now planning a national program 
of carefully controlled studies of hospital 
and community factors which best con- 
tribute to the vocational rehabilitation and 
employment of the mentally ill. 


* * * 


Each day, five days a week, at least 180 
persons register with the psychiatric out- 
patient clinics in New York City. Each 
day 155 cases are terminated by the clinics. 
Approximately 3,400 interviews, including 
group sessions, are held each working day 
with patients and their families. About 
200 consultations regarding patients not 
on the clinics’ rolls take place each week 
day between the staffs of the clinics and 
family physicians, teachers, nurses, coun- 
selors, and other professional personnel. 

This profile of what goes on daily in the 
city’s psychiatric outpatient clinics, based 
on 1959 figures of the 120 clinics operating 
as of December of that year, appears in the 
recently released annual report of the New 
York City Community Mental Health 
Board. 


* + * 


Plans for the establishment of two new 
units for the care, treatment, cure and 
rehabilitation of narcotics addicts have 
been announced by Dr. Paul H. Hoch, 
New York State’s Commissioner of Mental 
Hygiene. When set up, admission will be 


made on both voluntary certificate and 
court certification. Dr. Hoch indicated 
that an 80-bed inpatient unit to serve the 
downstate area will be set up at Central 
Islip State Hospital, Long Island, and the 
other, a 20-bed inpatient unit, will be 
located at the Utica State Hospital to serve 
patients in the upstate area. 


* * * 


The Fort Logan, Colo., Mental Health 
Center had its ground-breaking ceremony 
February 3. The new hospital, a part of 
the Colorado state system, will accept its 
first patients by the end of 1961. The pro- 
gram planned for the center envisions an 
institution which is closely integrated with 
local mental health clinics through which 
patients will come to the hospital. These 
clinics would also provide after-care and 
follow-up services. 


TRAINING 


The Department of Neurology and Psy- 
chiatry of the University of Virginia has 
announced the availability of a select num- 
ber of residencies in psychiatry. A bro- 
chure describing this program in detail 
may be obtained from Ian Stevenson, 
M.D., Chairman, Department of Neurology 
and Psychiatry, University of Virginia Hos- 
pital, Charlottesville, Va. 


+ + * 


Representatives of 27,000 members of the 
National Association of Social Workers 
voted to adopt a certification program for 
professional social workers at the group's 
assembly in Chicago. They also approved 
a code of ethics which will be a condition 
of membership in the organization. 

The certification plan provides that qual- 
ified social workers will be elected to an 
Academy of Certified Social Workers and 
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may use the initials “A.C.S.W.” after their 
names. 


* * + 


California’s Department of Mental Hy- 
giene has inaugurated a program to aid in 
producing the registered nurses needed to 
staff state mental hospitals. Promising staff 
members who have served at least one year 
as psychiatric technicians may enter a two- 
year accredited nursing program at a nearby 
junior college to become qualified as regis- 
tered nurses. During this period they en- 
gage in education at the college as they 
continue their work at the hospital. Par- 
ticipants enter into a commitment for two 
years of service at the hospital after they 
have qualified as R.N.'s. 


+. * + 


A course for mental health executives will 
be held at the University of Utah in Salt 
Lake City, June 5-30. The course is de- 
signed to train applicants for practical 
problems in mental health administration. 
Fees, room and board will be paid by a 
grant from the National Institute of Men- 
tal Health. Travel expenses for participants 
from 13 western states will also be paid 
by this grant. Additional funds are being 
sought to defray transportation costs for 
others. Interested persons may request ap- 
plication forms from the Utah Association 
for Mental Health, 132 East Second South, 


Salt Lake City. 


+. + 


A program of postgraduate education in 
psychiatry for physicians in general med- 
icine and other specialties is being organ- 
ized jointly by New York State's Depart- 
ment of Mental Hygiene, the state Academy 
of General Practice and the state branch 
of the American Psychiatric Association, 
with the co-operation of the state medical 
society. The courses will be similar to the 
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seminars and one-day sessions conducted 
at the various Department institutions in 
the past and will include such topics as 
“Management of Psychiatric Emergencies,” 
“The Use of Drugs,” “After Discharge Care 
of Mental Patients” and other applications 
of psychiatry to general medical practice. 
Further information on the program may 
be obtained from the New York State De- 
partment of Mental Hygiene, Division of 
Community Services, 240 State Street, 
Albany. 
*. + œ 

Establishment of a new position of training 
aide in New York’s schools for the mentally 
retarded has been announced. Training 
aides. will work with a limited number of 
severely retarded children of school age 
under the direction of the institution’s ed- 
ucation director. The initial group of 
aides will receive special training at Wil- 
lowbrook State School, Staten Island, which 
will familiarize them with teaching meth- 
ods and theory and offer practical teaching 
experience and critique in classrooms there. 


+ * + 


A post-doctoral training program in mental 
health research is now entering its second 
year. The objective of the program, which 
is under the joint auspices of the Harvard 
Medical School and the Massachusetts 
Mental Health Center, is to provide an 
intensive research experience in a specific 
field within the framework of an inter- 
disciplinary approach to mental health 
problems. 

Trainees must hold either the M.D. de- 
gree with three years of approved psychi- 
atric residency, or the Ph.D. degree in the 
social, psychological.or life sciences. Sev- 
eral traineeships are available to begin in 
July, 1961. Stipends of $6,000 for the first 
year and $7,000 for a desired second year 
are provided under a supporting grant 
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from the National Institute of Mental 
Health. Applications and further informa- 
tion may be obtained from Milton Green- 
blatt, M.D., 74 Fenwood Road, Boston 15, 
Mass. 


REHABILITATION 


Ground has been broken for construction 
of a $2 million psychiatric rehabilitation 
center, The Gateways Hospital, to be lo- 


cated in central Los Angeles. The hospital, = 


sponsored by the Jewish Committee for 
Personal Service, will operate as a sort of 
giant halfway house and will be both non- 
sectarian and nonprofit. 


* * * 


Dr. Joshua Bierer, medical director of the 
Marlborough Day Hospital in London, has 
reported on the form and purpose of 
“therapeutic social clubs” in Great Britain. 

He states that a number of these clubs 
have been in existence in Great Britain for 
the past 21 years, adding that neither staff 
nor patients feel that the clubs are only 
a means for “controlling” the patient once 
he leaves the hospital. 

In Great Britain the therapeutic social 
clubs are not a part of after-care. They are 
part of the whole treatment, although they 
may be attended by patients who are no 
longer in active, individual, group oF 
chemotherapy or even by patients who have 
not even begun treatment. In the day hos- 
pital setup the whole treatment is per- 
formed in the community and the sharp 
division between treatment and after-care 
is therefore nonexistent. 

Dr. Bierer expressed his belief that thera- 
peutic social clubs are not social gatherings 
for entertainment or resocialization but 
rather an opportunity for the psychiatrist 
and his staff—in co-operation with the pa- 
tients—to create a special atmosphere 


which is favorable to specific forms of 


` treatment like individual group and social 


psychotherapy. 


REPORTS, STUDIES, SURVEYS 


The Des Moines Child Guidance Center 
recently completed its 1960 survey of sal- 
aries offered to various professions in men- 
tal health facilities. These facilities were 
selected on the basis of having staff mem- 
bers including at least one psychiatrist, 
one clinical psychologist and one psychi- 
atric social worker. In 1958 survey ques- 
tionnaires were mailed to all outpatient 
and inpatient health facilities listed in 
available directories as having a staff in- 
cluding at least one full-time person in 
each of these three professions. The 1960 
questionnaire is essentially identical to that 
of 1958, the information included being 
obtained from 546 organizations. 

The 1960 salary survey is available at 
$.35 per copy or $.25 per copy in quantities 
of 10 or more. Requests should be ad- 
dressed to the Des Moines Child Guidance 
Center, 1206 Pleasant Street, Des Moines 
14, Iowa. 


* * * 


“The Frequency of Suicide” is the subject 
of a report in the December, 1960, issue 
of the Statistical Bulletin published by the 
Metropolitan Life Insurance Company of 
New York. The report states that suicide 
ranks eleventh among the causes of death; 
among white males, who account for about 
three-fourths of all self-inflicted deaths in 
the country, suicide ranks eighth. 

The suicide rate is appreciably higher in 
the United States than in Canada. The 
relative frequency of suicide in the U. S. 
is several times that in Ireland, Northern 
Ireland, Greece or a number of Latin 
American countries. On the other hand, 


Notes and Comments 


the U. S. suicide rate is no more than half 
that recorded in Austria, Hungary, West 
Germany or Japan. 

* * * 


The country with the highest proportion 
of its population locked up in penal insti- 
tutions is the United States, according to 
James V. Bennett, director of the Federal 
Bureau of Prisons. The rate is 120 adult 
prisoners for every 100,000 of the general 
civilian population. This report appeared 
in a recent issue of Crime and Delinquency, 
quarterly journal of the National Council 
on Crime and Delinquency. 

One thing the courts can do to help 
solve the problem of overcrowded peni- 
tentiaries, says Mr. Bennett, is to refrain 
from using prison commitment when it is 
not necessary. Another thing that judges 
ought to keep in mind, writes Mr, Bennett, 
is the limitations of the institution to which 
they send an offender. He adds that the 
general availability of psychiatric service 
in prisons has been exaggerated. Of the 
35 institutions in the federal prison system, 
only seven have psychiatrists on their staffs. 
A recent survey showed that there are only 
32 full-time psychiatrists employed in all 
the state institutions for adult offenders. 
Fifteen of the 32 are accounted for by 
California; 38 states have no full-time psy- 
chiatrists employed in their institutions. 

* * * 


Veterans Administration hospitals have be- 
gun a large-scale evaluation of six drugs 
used in the treatment of mental illness. 
More than 500 schizophrenic patients 
newly admitted to 36 hospitals will be in- 
volved in the 24-week controlled study. 
The drugs under evaluation in the new 
study are chlorpromazine, fluphenazine, 
reserpine, thioridazine, chlorprothizene and 
triflupromazine. 
<.. 
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More dynamic leadership by state officials 
and the removal of restrictions on New 
York state financial aid to community men- 
tal health boards are major recommenda- 
tions in a report made public recently. 
The report, “Toward Community Men- 
tal Health” by Stanley P. Davies, is a review 
of the first five years of operations under 
New York State’s Community Mental 
Health Services Act. The 225-page book 
was published by the New York State Asso- 
ciation for Mental Health. It concludes 
that “The Community Mental Health 
Services Act is shown to have been soundly 
conceived. Experience to date reflects the 
wisdom and farsightedness of its drafters. 
The law is, and of course should be, larger 
in its scope and potentialities than any 
community has been able to realize... . 
The time has come after five years for the 
boards and directors to reassess their pro- 
grams and to formulate or reformulate 
objectives toward a master plan.” 


* * * 


“After-Care Services in the United States,” 
a progress report of state hospital programs 
is a new publication made possible by the 
Mental Health Education Unit of Smith, 
Kline and French Laboratories. The re- 
port is by Lee T. Muth, chief of social work 
service at the VA hospital in Huntington, 
W. Va. The report is based on the results 
of a survey made of 115 state mental hos- 
pitals, covering all states except Hawaii 
and Alaska. The results indicate significant 
progress in after-care services during the 
past three and one-half years. 
* + * 

“When a society becomes disorganized and 
its people lose their sense of identity as a 
group,” there is often an increase in the 
prevalence of mental disorder. 

This is the finding of a study of the rela- 
tionship between social factors and mental 
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health being conducted by Cornell Uni- 
versity as part of a program of social psy- 
chiatry which has taken social scientists to 
Mexico, Alaska, New York City, Nova 
Scotia and most recently, Nigeria. 

The first and most comprehensive of the 
studies in the program is a 10-year program 
of research in Stirling County, Nova Scotia, 
where Cornell researchers have lived among 
the people, taking part in community ac- 
tivities, establishing a psychiatric clinic and 
gathering a wealth of material about social 
change and mental health. As a result of 
this study the scientists conclude that there 
is a definite relationship between the dis: 
integration and disorganization of society 
and psychiatric stress—that when people 
lose their group identity and patterns of 
relationship, there is often a high preva- 
lence of mental disorder. 

A book reporting the background of this 
relationship has been released by Basic 
Books, Inc. It is entitled People of Cove 
and Woodlot, the second of three volumes 
on the Stirling County study. 


LEGISLATION 

Legislation to modernize the penal law and 
the code of criminal procedure in the de- 
fense of insanity has been introduced to 


- the current New York State legislature. 


The proposed revision of the law will bring 
into line with present day psychiatric 
knowledge the definition of insanity and 
the determination of criminal responsibil- 
ity. The bill amending the penal law pro- 
vides that a person will not be liable for 
his criminal act if as “a result of mental 
disease or defect he lacks substantial capac 
ity (a) to know or to appreciate the wrong- 
fulness of his conduct; or (b) to conform 
his conduct to the requirements of law. 
The companion bill proposes alterations 
in the code of criminal procedure to permit 
psychiatrists testifying in criminal cases to 
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give complete reports on their findings and 
"whatever explanation they deem necessary 
to illuminate fully the psychiatric aspects 
of the case. 


+. * * 


From Election Day to Inauguration Day a 
number of advisory “task forces” appointed 
the then president-elect, were busy drafting 
recommendations for Administration pol- 
icies in various fields. 

The task force on health and social secu- 
rity was appointed “to review from among 
the most pressing and significant health 
and welfare proposals those which should 
have priority in the initial phase of the 
new Administration.” It was headed by 
Professor Wilbur J. Cohen of the Univer- 
sity of Michigan who has been appointed 
Assistant HEW Secretary for Legislation. 
The task force recommended financing 
health care benefits for the aged through 
OASDI. Benefits would be limited “at this 
time” to inpatient hospital services, out- 
patient hospital diagnostic services, skilled 
nursing home services and “home health 
services.” The task force further recom- 
mended that OASDI funds be used for 
community demonstration projects on de- 
velopment of health facilities and person- 
nel needed to provide the new benefits or 
for consultative services to states regarding 
services and facilities utilized in providing 
the new benefits. 

To increase the supply of health person- 
nel the task force recommended a program 
requiring from $70 to $90 million in Fed- 
eral funds during the first year and “about 
$270 million in the fourth year and there- 
after.” 

To increase the facilities needed to pro- 
vide the proposed new OASDI benefits the 
task force recommended: a $10 million 
annual increase under the Hill-Burton Act 
for facilities for long-term care including 
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public and nonprofit skilled nursing homes 
and other facilities for the chronically ill: 
$100 million annually in long-term, low 
interest rate loans for construction or ren- 
ovation of nonprofit nursing homes and 
hospitals, under approved state plans. 
Creation by Administration action of a 
National Institute of Child Health within 
the National Institutes of Health was also 
recommended by the task force. 


GRANTS 
A grant of $35,134 has been given to West- 
ern Reserve University in Cleveland by the 
National Institute of Mental Health to 
initiate a series of studies directed at under- 
standing some basic reasons for family 
strength. 

* ++ 
The first meeting of the newly-formed 
Psycho-Social Study Section, recently named 
by the Office of Vocational Rehabilitation 
to provide preliminary screening to appli- 
cations for OVR research and demonstra- 
tion grants in the areas of psychology and 
social work, was held in Washington re- 
cently. 

This study section consists of nine per- 
sons prominent in the ranks of psychology, 
sociology and social work. 

Two more study sections are in the form- 
ative stage. One will deal with projects in 
the fields of deafness, speech and hearing, 
and blindness and the other with projects 
concerned with the medical sciences. 


APPOINTMENTS 

The appointment of Philip E. Ryan as 
executive director of the National Associa- 
tion for Mental Health was announced re- 
cently by Mrs. A. Felix duPont, Jr., NAMH 
president. Mr. Ryan, executive director 
of the National Health Council since 1953, 
will assume his new post May 1. 
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In announcing the appointment Mrs. 
duPont said: 

“Mr. Ryans extensive experience and 
service in the fields of health, welfare and 
community organization will be a great 
asset at a time when strong and capable 
leadership is needed to help us expand our 
program, organizational strength and finan- 
cial resources to meet the critical need for 
decisive citizen action in the fight against 


mental illness.” 


At the National Health Council Mr. 
Ryan has been at the hub of the health 
movement for the past seven years, helping 
national voluntary, governmental and pro- 
fessional health organizations work to- 
gether in the common interest, 

During World War II Mr. Ryan di- 
rected the world-wide foreign war relief 
program of the American National Red 
Cross. He was director of the Red Cross 
International activities until 1948 when he 
was appointed chief of the mission for the 
International Refugee Organization in the 
U. S. Zone of Germany. 

In 1952 Mr. Ryan served in Korea as 
adviser on health, welfare and education 
in the U. S. Army civil assistance program, 

A native of Waterville, Conn., he was 
graduated from Fordham University and 
received his M.A. degree at Notre Dame 
University. He has served on the faculty 
of the Catholic University School of Social 
Work and is author of the book Migration 
and Social Welfare, 

* * + 


Constantine Stamatovich, M.D., has been 


appointed deputy assistant commissioner 
in the New York State Department of Men- 
tal Hygiene. Since April 1955 Dr. Stamato- 
vich has been a supervising psychiatrist at 
Creedmoor State Hospital, Queens Village, 
N. Y. 


Dr. Stewart T. Ginsberg has been reap- 
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pointed Indiana’s state mental health com- 
missioner by Governor Matthew E. Welsh. 
Dr. Ginsberg, former head of the psychi- 
atric division of the Veterans Administra- 
tion, accepted the top mental health post 
in Indiana in 1957. 

* + * 
Mrs. Jacqueline Friend has been appointed 
executive secretary of the American Asso- 
ciation of Psychiatric Clinics for Children. 
She will integrate and coordinate the var- 
ious activities of the AAPCC and give ad- 
vice and counsel to various community 
groups interested in the establishment of 
psychiatric clinics for children. 

* * * 
Dr. Ernest M. Allen, chief of the Division 
of Research Grants and associate director 
for research grants at the National Insti- 
tutes of Health, has been given full-time 
staff responsibility as associate director. 
The reassignment was brought about by 
the rapid growth and complexity of re- 
search grant activities of the Institutes. 

Operating responsibilities for the Divi- 

sion of Research Grants will be carried out 
by Dr. Dale R. Lindsey who has been ap- 
pointed chief of the division. Dr. Clinton 
C. Powell has been named deputy chief. 

* * * 
Dr. E. James Anthony, a prominent British 
psychiatrist now living in St. Louis, has 
been appointed to the faculty of the Chi- 
cago Institute of Psychoanalysis. 


AWARDS 


Drs. W. Donald Ross and Frederic T. 
Kapp, professors of psychiatry at the Uni- 
versity of Cincinnati College of Medicine, 
are the winners of the Franz Alexander 
Prize for 1960 for their contribution to 
psychoanalysis as embodied in their paper 


` “A Technique for Self-Analysis of Counter- 


Transference.” 
* + * 


The Association for the Advancement of 
Psychoanalysis has announced the annual 
Karen Horney award. The award, in the 
amount of $150, is made for a paper deemed 
to have contributed significantly to the 
furtherance of psychoanalysis. 

Authors who wish to enter papers should 
submit them no later than October 31, 
1961. The recipient will be presented with 
the award on the occasion of the annual 
Karen Horney Memorial Lecture in March, 
1962. All entries should be forwarded to 
Louis E. DeRosis, chairman, Karen Horney 
Award Committee, 815 Park Avenue, New 
York 21, N. Y. 


* * * 


The Isaac Ray Lectureship Award will be 
continued for the years 1962-66 through 
the generosity of an additional grant of 
$6,000 to the American Psychiatric Asso- 
ciation from the Aquinas Fund. The award 
is given annually to a psychiatrist or lawyer 
for outstanding contributions to furthering 
understanding the two professions. It car- 
ries an honorarium of $1,000 and obligates 
the winner to deliver a lecture series under 
the auspices of the law and medical schools 
of a university. 
* * * 

Nolan D. C. Lewis, M.D., was awarded the 
first Emil A. Gutheil, M.D. Memorial 
Medical for Outstanding Contributions to 
Psychotherapy last fall by the Association 
for the Advancement of Psychotherapy. 
Dr. Lewis was a professor and chairman of 
the Department of Psychiatry, College of 
Physicians and Surgeons, Columbia Uni- 
versity, and director of the New York State 
Psychiatric Institute from 1936-1953. Sub- 
sequently he was director of research in 
psychiatry and neurology at the New Jersey 
State Hospital in Princeton and research 
professor of psychiatry at Jefferson Medical 
College in Philadelphia. 
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MEETINGS, WORKSHOPS, 
CONFERENCES 


The National League for Nursing will hold 
its annual convention April 10-14 in Cleve- 
land. This will be a national forum on 
ways and means of improving nursing serv- 
ice and education. 

+ * + 


The annual meeting of the American Psy- i 


chiatric. Association will be held at the 
Hotel Morrison in Chicago May 8-12. 

* * * 
The Annual Forum of the National Con- 
ference on Social Welfare will be held in 
Minneapolis May 14-19. The theme of 
this year’s forum is “Concern for Human 
Welfare: Unifying Force for Survival.” 

+ * * 


The Sixth International Congress on Men- 
tal Health will be held in Paris August 
30-September 5. It will be the culmination 
of World Mental Health Year and will 
focus on the activities of that period. It 
will be appreciated if any World Mental 
Health Year activity not previously re- 
ported will be submitted to the office of 
the World Federation of Mental Health, 
19 Manchester Street, London W. 1, in 
care of Mr. Paton. 
** * 

The World Federation of Neurology Prob- 
lem Commission of Neurochemistry met in 
Antwerp for its second meeting last fall. 
The group endorsed the creation of a Panel 
on Neurochemistry within the framework 
of the International Brain Research Or- 
ganization as a tool of great potential value 
in the advancement of neurochemistry 
throughout the world. The Commission 
also decided to organize a Symposium on 
Neurochemistry to be held in Goteborg, 
Sweden, in 1962. 


* * * 
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The Third World Congress of Psychiatry 
will be held in Montreal June 4-10 under 
the auspices of the Canadian Psychiatric 
Association and McGill University. 


~ * + 


The eighth annual meeting of the National 
Association for Gifted Children will be 
held in New York City April 26-29. 


+ + + 


On May 7 there will be a Conference on 
Existential Psychiatry in Chicago under 
the auspices of the Chicago Ontoanalytic 
Society and the American Ontoanalytic 
Association. 

* * * 


The annual meeting of The Academy of 
Psychoanalysis will be held in Chicago, May 
6 and 7. 

i; * * *& 

The Child Study Association of America 
will hold its annual conference and insti- 
tute April 17-19 at the Hotel Roosevelt in 
New York. 


Education Extension, University of Cal- 
ifornia at Los Angeles, has announced a 
five-week summer program in the educa- 
tion of exceptional children. Courses per- 
taining to the problems and education of 
emotionally disturbed children, the ortho- 
pedically handicapped and the mentally 
retarded, as well as those with speech 
handicaps, will be offered. The program is 
designed especially for teachers and for 
those preparing for work in the field of 
special education. 

The dates are June 26—July 28. For in- 
formation write to Mrs. Jerri Levin, Edu- 
cation Extension, University of California, 
Los Angeles 24. 


+ * + 


The New York Psychoanalytic Society cel- 
ebrated its fiftieth anniversary on February 
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4. To observe the occasion the society in- 
vited psychoanalysts and members of re- 
lated scientific professions to an afternoon 
program of scientific papers and an evening 
social session. 


* * * 


The annual meeting of the Academy of 
Religion and Mental Health was held at 
the Hotel Biltmore in New York City 
January 19 and 20 with Dr. Harvey J. 
Tompkins, presiding. 
* * * 


The annual meeting of the President's 
Committee on Employment of the Phys- 
ically Handicapped will be held in Wash- 
ington, D. C., April 27-28. The meeting © 
will feature a session on advancing public 
understanding of the competence of former 
mental patients to return to positions of 
responsibility and service. 

* * * 
The American Orthopsychiatric Associa- 
tion held its 38th annual meeting at the 
Statler Hilton Hotel in New York City 
March 23-25. 


* #* * 


A series of recommendations relating to 
mental health and mental illness emerged 
from the recent White House Conference 
on Aging. 

The mental health section of the health 
and medical care workshop recommended: 
1. The development of a public enlighten- 
ment program which recognizes that public 
attitudes toward mental illness can and 
must be changed; 2. The mentally ill aged 
should receive service in the community 
from the same agencies and clinics serving 
other groups; 3. The aged should receive 
mental hospital service only when they are 
mentally ill and there are psychiatric indi- 
cations; 4. Mental health services, inpatient 
and outpatient, should be organized to 


allow free movement of patients between 
services, depending on treatment needs; 
5. The community should provide a proper 
psychiatric evaluation of any patient prior 
to initiating commitment proceedings; 6. 
Any plans which provide health care or 
assistance should not exclude the mentally 
ill. 

Also of great interest to persons in the 
mental health field was the attention paid 
by conference delegates to the need for 
personnel in the mental health professions. 
A recommendation was made to step up 
efforts to recruit mental health personnel 
by developing programs that would ensure 
that able youth remain in school to pre- 
pare for technical and professional careers. 
It was also’ recommended that there be 
more emphasis on the humanities in high 
schools and colleges; that young people be 
used as volunteers in mental health pro- 
grams; and that more realistic stipends be 
paid to mental health workers. 


PUBLICATIONS 


The Department of Health, Education and 
Welfare is now offering for public sub- 
scription a monthly periodical that features 
statistical measurements of social conditions 
and change. It highlights, on a month-to- 
month basis, the health status of the pop- 
ulation, educational problems, social secu- 
rity and welfare programs, and vital 
statistics. Its title is Health, Education and 
Welfare Indicators. Subscription price is 
$3.50 per year, $4.50 if mailed to a foreign 
address. Orders may be sent to Superin- 
tendent of Documents, Government Print- 
ing Office, Washington 25, D. C. 


* * * 


Koreans can now read the Clifford Beers 
book A Mind That Found Itself in their 
own language, thanks to the efforts of Dr. 
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Suckjin Petrus Yoo. Dr. Suckjin, a clinical 
psychiatrist in Seoul, translated the book 
into the Korean language. Proceeds of the 
sales go toward the work of the Korea Men- 
tal Health Association. 


+ * * 


The Group for the Advancement of Psy- 
chiatry recently published its Report No. 
48 entitled “Psychiatry and Religion: Some 
Steps Toward Mutual Understanding and 
Usefulness.” Copies of the report are avail- 
able at the following prices: $.75 each for 
1-9 copies; $.60 each for 10-99 copies; $.50 
each for 100 or more copies. Orders may 
be sent to the GAP Publications Office, 
104 E. 25th Street, New York 10, N. Y. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN COMING ISSUES 
OF MENTAL HYGIENE 


“Group Counseling with Expectant Mothers” 
by Nathan Hurvitz, 

“Children in Crisis” by Warren T. Vaughan, Jr. 

“Casework in Lower Class Districts” by Berta 
Fantl. 

“Music in the Autobiographies of Mental Pa- 
tients” by Dorothy Twente Sommer, 

“A Study of the Criteria for Admission to a 
Psychiatric Ward” by Thomas L. D’Zmura. 

“Psychiatric Case Finding in College by Nurse 
Interview” by Bryant M. Wedge. 

“Attitudes toward Mental Illness, Anomia and 
Authoritarianism among State Hospital Nurs- 
ing Students and Attendants” by James H. 
Williams and Helen M. Williams. 

“A Brief History of the Narcotics Control Con- 
troversy” by Jack Zusman. 

“Interpersonal Dimension in International 
Technical Assistance: Statement of a Prob- 
lem” by Sven Lundstedt. 

“A Motivation-Hygiene Concept of Mental 
Health” by Frederick Herzberg and Roy M. 
Hamlin. 

“Recreation and Mental Health” by William 
E. Morris. 
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“A Health Group Life-Social Group Work’s 
Contribution to Merital Health” by Gisela 
Konopka, 

“The Secret of Medical Practice’ by Leo H. 

 Bartemeier. 

“The New Generation of Ex-Patients” by Ger- 
trude L. Nilsson. 

“Escapes from a Mental Hospital” by Robert 
Dewar. 

“An Exploratory Study of Culture Change and 
Mental Health Among Certain Filipino Col- 
lege Students” by Jerome G. Manis and 
‘Laura G, Manis. 

“An Investigation of Problem Areas Relating 

to the Therapeutic Community Concept” by 

_ La Verne F. Irvine and S. Joel Deery III. 

_ “Patterns of Membership in a Self-Help Or- 
ganization in Mental Health” by Henry 
Wechsler. 

“Some Considerations of Acting Out Behavior 
‘in Nursing Situations” by Ruby A. Palmer, 

_ “The School Administrator's Mental Health” 
by Herbert A. Otto. 

“Some Reflections on Learning and Person- 
ality” by Louise L, Tyler. 

“The Posthospital Psychological Functioning 
of Former Mental Hospital Patients” by 

“Mark Lefton, Simon Dinitz, Shirley Angrist 
and Benjamin Pasamanick. 

“Social Problems of Mentally’ Retarded Chil- 

dren” by Mildred W. Barksdale. 

“Changes in Attitudes toward Mental Illness” 

a by Jobn Altrocchi and Carl Eisdorfer. 

“Mental Health Programs in the Decade 
Ahead” by Mathew Ross. 

“The Effect of Family Moves on Children” by 
Robert E. Switzer, J. Cotter Hirschberg, Leila 
Myers, Elizabeth Gray, Nathaniel H. Evers 
and Robert Forman. 

“A Layman Leads a Great Books Group in a 
Mental Hospital” by Lawrence M. Seiver. 
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“One Step at a Time” by Betty Blass. 
“Social Therapy through Hospital Ward Dis- 
cussions” by Sherman N. Kieffer, Mary G. 
Monteiro and Lillian M. Snyder. ] 
“How To Act toward Emotionally Disturbed 
Neighbors, Friends and Relatives” by Mathew. 
Ross, a 
“Open Ward Management of Disturbed Men- 
tal Patients of Both Sexes” by Magno J, 
Ortega. 
“Attitudes of Nursing Students toward Psychi- 
atric Treatment and Hospitals” by Laura (03 
Toomey, Marvin Reznikoff, John Paul Brady 
and Dwight W. Schumann. 
“Fundamental Facts Relating to the Counseling 
and Higher Education of Epileptic Persons" 
by F. Leslie Kammerdiener, Jr. , 
“The Role of Education in a Residential 
Treatment Center for Children” by Povl W, 
Toussieng. 

“Young Indians: Some Problems and Issues of 
Mental Hygiene” by Elizabeth E. Hoyt. 
“Trends in Soviet Psychiatry” by Alex H, 

Kaplan. 

“Some Pre-World War II Antecedents of Com- 
munity Mental Health Theory and Practice’ 
by Ascanio M. Rossi. 

“Psychiatric Aspects of Police-Community Re 
lations” by Chester M. Pierce. 

“Role Reversal in Geriatrics” by Arthur L. 
Rautman. 

“MMPI Changes Following a Course in Mental 
Hygiene” by Frank Kodman, Jr. and Gordon 
Sedlacek. 

“The Inadequate Chroric Alcoholic Person 
ality” by Edward Podolsky. q 

“Are Monthly Meetings of Chapters of the 
Mental Health Association Necessary?” by 
Loyd W. Rowland. 


* * + 
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LEO H. BARTEMEIER, M.D. 


The classical lecture of Dr. Francis Peabody 
to the medical students at Harvard was pub- 
lished in the March 19 issue of the Journal 
of The American Medical Association in 
1927, and the editor of the J.4.M.A. selected 
it as the leading article for that issue. It 
was subsequently reprinted by the Veterans 
Administration and also privately reprinted 
and distributed as a small booklet. 
It is of interest to note that Dr. Peabody 
: Was a professor of medicine and that the 
topic of his lecture was “The Care of the 
Patient.” It is also of special interest to 
quote the final sentence of that lecture;~ 


“One of the essential qualities of the 
clinician is interest in humanity, for the 
secret of the care of the patient is in caring 
for the patient.” 

This clear and straightforward statement 
was a condensation of all that this great 
‘internist had emphasized repeatedly 
throughout his lecture. He knew that the 
love of the physician for his patients was 
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The secret of 


medical practice 


the central and necessary element in re- 
lieving them, and he spoke of the intimate 
relationship between the physician and his 
patients. He described that deeply per- 
sonal interest and concern for the patient 
as a person when he,said “the clinical pic- 
ture is not just a photograph of a man sick 
in bed; it is an impressionistic painting of 
the patient surrounded by his home, his 
work, his relations, his friends, his joys, 
sorrows, hopes and fears.” 

Doctor Peabody remained well within 
his orientation of scientific medicine, but 
he was one of those rare physicians who 
combined his scientific training and tech- 
nical knowledge with that fundamental 
humanism for sick persons which psychia- 
trists and other physicians are striving so 
valiantly to regain. Dr. Peabody told his 
students that the illnesses which are prop- 
erly designated as the functional disorders 


Dr. Bartemeier is medical director of The Seton 
Psychiatric Institute in Baltimore, Md. 
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are the responsibility of the general prac- 
titioner and that the intimate personal re- 
lationship between physician and patient 
provides the basis for interviews in which 
the physician can bring the patient to 
speak in detail of his current life and to 
recall past experiences that give rise to 
symptoms. 

Dr. Peabody encouraged his students to 
_ see the value of an active attitude in gain- 
ing an understanding of the development 
of the illness of their patients. 

In May of 1932 Dr. Franklin McLean ad- 
dressed the Johnson County Medical Society 
at Iowa City, Iowa, on the subject “Psy- 
chiatry and General Medicine.” He was 
professor of medicine and the director of 
clinical services at the University of Chi- 
cago. 

Dr. McLean told his audience that “many 
physicians still refuse to believe that the 
neurotic is not deliberately ‘imaginary’ and 
subject to his conscious control. This we 
now know is not the case, and our attitude 
toward the neurotic must accordingly be 
the same as toward any sick person. His 
symptoms are real and beyond his control 
and his suffering may be, and often is, 
greater than that of a person with organic 
disease. His need therefore for relief and 
for adequate consideration is just as great 
as that of the sufferer from organic somatic 
disease and it is only through this approach 
to his difficulties that we are in any position 
to be of assistance to him.” 

Dr. McLean well understood that the 
reason for the physicians’ refusal to accept 
the neurotic symptoms of their patients as 
suffering beyond control and the reason 
for regarding these symptoms as imaginary 
was the physicians’ own inability to rec- 
ognize or to accept their own neuroses. 
Dr. McLean went on to say that “If we con- 
ceive of physiological, environmental and 
psychological factors constantly at play, it 
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is easy to realize that every individual has 
within his total situation and personality 
the elements that may at times combine to 
produce a neurosis, and it is in accord with 
experience to say that every individual is 
a potential neurotic and that most individ- 
uals are at times actually neurotic.” 

In order to orient himself to this problem 
Dr. McLean reviewed the records of 100 
consecutive patients admitted to the general 
medical section of the outpatient depart- 
ment of the University of Chicago clinics. ” 
He found that 50 patients had clear-cut 
organic diseases. (Neurotic concomitants, | 
if any, were ignored.) Twenty-three pa- 
tients had questionable organic disease. 
(Various “functional” disorders, colitis and 
so forth were included in this category.) 
Twenty-seven patients were clearly to be 
regarded as neurotics. 

Dr. McLean said that “study of these 100 
consecutive patients brought forth a num: | 
ber of very interesting facts,” and he cited 
only one case. “This was a boy of fiftee 
who had been admitted to the hospital wi 
a history of having vomited all food an 
water taken in the 10 days previous to ad 
mission. “Psychic vomiting” was suspected 
on admission but in order to rule out any 
organic disease, numerous diagnostic pro: 
cedures were carried out, all with negative 
results. The boy gradually improved with- 
out treatment and was discharged on the 
tenth day free of symptoms and with a 
diagnosis of “no organic disease.” à 

Although the patient was in the hospital 
10 days—and there are several notations 
suggesting “psychic vomiting” —there 18 ng 
record of any attempt to discover a psychic 
basis for the severe manifestations. : 

Dr. McLean then said: “This is admit 
tedly an extreme case but it will serve to 
illustrate several points. Every attemp 
was made, and quite properly so, to estab 
lish or to exclude the possibility of organic 


disease, and from this standpoint the record 
is commendable. I would be the last to 

Suggest that any of this effort should have 
been omitted, but I am equally clear that 
the same attention should have been given 
' to the psychological factors in the case. It 
4 is more than possible that this boy was in 
< just as serious difficulty as if he had had 
| organic diseases and it is possible that ade- 
T quate attention to his difficulties might 
mot only have relieved his symptoms but 
" Might also have laid the foundation for a 
“Useful, adjusted life. It is my opinion that 
in such cases it is just as much the province 
of the physician to see that this aspect of the 
Matter is given careful consideration as it 
is to see that organic disease is properly 
diagnosed and treated, and it is my im- 
"Pression that at the present time, taking the 
Medical profession by and large, this de- 
Sideration is not adequately fulfilled.” 
In this same lecture Dr, McLean em- 
Phasized, as did Dr. Peabody, that “the in- 
timate personal relationship between the 
ician and his patient is in itself a potent 
healing instrument.” He said: “If the phy- 
Sician has adequate insight into his rela- 
ms with his patients he will know already 
t much of his success in the practice of 
Medicine depends upon the patient-doctor 
Telationship, in itself a form of psycho- 
“Merapy which the psychiatrist manipulates 
Expertly to the advantage of the patient, 
and he will himself learn from experience 
OW to use this relationship to its full thera- 
Peutic value.” So much for Dr. McLean, 
who also knew that many a patient has not 
nad a prescription filled and instead has 
told his Physician, “you are my best medi-. 
cine.” 
© The secret which many practicing physi- 
lans do not know is the powerful thera- 
tic influence they exert in the lives 

patients, They are so frequently 
to the intense feelings their patients 
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have for them and the way in which these 

feelings dissolve so many of their symptoms, 

I strongly suspect that these feelings of 

trust, love and devotion are often far more 

responsible for the success of the treatment 
of their patients with functional disorders 
than the Prescriptions, the injections and 
other forms of treatment that they ad- 

minister, i 

In the care of many patients referred to 
me by medical colleagues I have repeatedly 
been astonished at these physicians’ com- 
plete lack of awareness of their patients’ 
feelings for them. This all-important nu- 
cleus of medical practice is the secret which 
must be brought out into the open; then, 
and only then, can general practitioners 
utilize these feelings more effectively in 
patient care. It may be that because of 
their thorough incorporation of the so- 
called “scientific attitude” during their 
medical education that physicians have had 
to deny what they feel for their patients, 

The discovery that behavior is influenced ` 
by basic biological mechanisms which op- 
erate with precision beyond conscious 
awareness advanced the practice of psy- 
chiatry within the realm of scientific 
medicine. Unfortunately, psychiatry, like 
medicine itself, became too scientific, Con- 
sequently, the great problem in medical 
practice today is the necessity of a scientific 
humanism in the care of the sick. The 
general public has brought this problem 
to attention through the many complaints 
that physicians are too cold and too im- 
personal and that physicians disregard the 
personal difficulties their patients encounter - 
in their marriages, in their relations with 
their children, their occupations, their 
neighbors or their friends, * 

The rise of modern medicine, like the 
development of dynamic psychiatry, has 
been accompanied by a loss of the human 
warmth and personal interest which had 
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previously been of the greatest possible 
value in the care of the sick. The prac- 
ticing physician continues to be altogether 
too much under the influence of his train- 
ing in the basic sciences and the scientific 
attitude of his medical education. His 
clinical investigations are conducted too 
exclusively in terms of organs and tissues 
and organ systems and functions to the 
exclusion of the patient as a person not 
unlike himself. This loss of the person as 
a member of the family, as a father of 
children, as a product of his inheritance 
and his early environment, as a man on a 
job and as a member of the community, 
was well-known to physicians before the 
development of scientific medicine. It is 
the recovery of this humanistic orienta- 
tion that now becomes a necessity for the 
further advancement of our professional 
services. 
Dr. Peabody encouraged his medical stu- 
dents to show their patients, by their atti- 
. tudes and behavior, that they cared for 
them. This is quite the opposite of the 
so-called objective attitude characteristic 
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of psychiatry now that it has become one 
of the scientific disciplines. It is indeed 
an extravagant price to have paid for the 
scientific discoveries which have advanced 
our profession so remarkably. It is time ` 
that we see that in achieving our great 
progress we have discarded so much of what 
was valuable throughout the centuries be- 
fore. How to recapture this humanism and 
how to integrate it into the scientific struc- 
ture of present-day medicine remains a 
problem for further development and ex- 
ploration by both undergraduate and post- 
graduate medical education. 

These remarks are concluded in the same 
vein in which Doctor Peabody terminated 
his memorable lecture. The physician's 
love for his patient and the patient's love 
for his physician is a powerful influence in 
the restoration of patients suffering func- 
tional disorders as well as for those whose 
illnesses are predominantly organic in na- 
ture. The word “love” has been used in 
the same sense in which Dr. Peabody used 
it when he said that “the secret of the care 
of the patient is in caring for the patient.” 


GISELA KONOPKA, D.S.W. 


A healthy group life-social group 


work’s contribution to mental health 


“A person can be lonely, even if he is 
loved by many people, because he is still 
not the ‘one and only’ to anyone,” 1 


the wise fourteen-year-old Anne Frank 
wrote in her diary. 


“Give me hunger, 

O you Gods that sit and give 

The world its orders. 

Give me hunger, pain and want: 

Shut me out with shame and failure 
From your doors of gold and fame, 
Give me your shabbiest, weariest hunger. 
But leave me a little love, 

A voice to speak to me in the day end, 
A hand to touch me in the dark room 
Breaking the long loneliness.” ? 


sings the adult, Carl Sandburg. 


“I have liv'd long enough: 

my way of life is fall’n into the sear, the 

yellow leaf; 

and that which should accompany old 

age, 

as honour, love, obedience, troops of 

friends, 

I must not look to have . . 
Says the aged Macbeth out of Shakespeare's 
depth of knowledge of human beings. 

All three, at all ages in the human life 


3 


cycle express the deepest longing, the great- 
est needs of man: to be loved and to be 
important, important to someone. There 
is an inseparable connection between self- 
respect, “self-respect, the survival of the 
soul” as Spranger expressed it, and relation- 
ship to someone else, freely given and given 
because each is important to another. If 
self-respect and love are taken away, the 
human being loses his raison d’étre, his 
reason for living. Suicides are usually 
connected either with a deep feeling of 
unworthiness or a deep sense of rejection. 
Depressions show those same phenomena, 
All through life the human being struggles 
to retain—or gain—this sense of an im- 


Dr. Konopka is a professor in the School of Social 
Work at the University of Minnesota, Minneapolis, 
Minn. This paper was presented at the National 
Conference on Social Welfare in Atlantic City in 
June, 1960. ’ 

1 Frank, Anne, Diary of a Young Girl (New York: 
Doubleday & Co., Inc., 1952). 

2 Sandburg, Carl, Chicago Poems (New York: Henry 
Holt & Co., Inc., 1916). 

3 Macbeth, Act V, scene II, lines 22-26. 
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portant self combined with the reaching 
out to the “you,” the other one who gives 
importance to oneself and to whom one 
may give importance. The bridge is not 
easily built; it requires constant effort, but 
without the bridge of “I” and “you” the 
human being crumbles. He might destroy 
himself, or others, in different forms, liter- 
ally or through subtle emotional tortures, 
but he does suffer and makes others suffer. 

The basic ingredients of mental health 
therefore are the capacity to love and be 
loved, the genuine acceptance of the inter- 
dependence of men. 

Many definitions of mental health have 
been tried. Marie Jahoda did an excellent 
‘Service in factoring out six categories of 
concepts related to mental health. She 
named: 

1. Self-attitudes (knowledge of self, self- 

acceptance 

2. Self-actualization (using all one’s po- 

tential) 

8. Integrated personality 

4, Autonomy (independent decision mak- 


5. Peteestidn of reality (free from need 
distortion) 
tiG; Ea amenna] mastery (ability to lra 
_ work, play; adequacy in interpersona 
i relations; ves solving). 

These are helpful concepts, each one re- 
lating back to the major ingredient of 
mental health: the interdependence of 
man, the need to be part and to Participate, 
the capacity to give love and to accept love. 

The following discussion is therefore 
based on the promise that “belonging” and 

contributing” are basic human needs es- 


= 
4Fourth Annual Workshop on Community Mental 
Health, North Carolina, July 7-17, 1959 (Raleigh, 
N. C.: North Carolina State Board of Health, 1959). 
5 Erikson, Erik H., “Identity and the Life Cycle,” in 
“Selected Papers by Erik H. Erikson,” Psychologi- 
cal Issues (New York: International Universities 
Press, Inc., 1959), Vol. 1, No. 1, Monograph 1. 
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sential to mental health because they are 
outward signs of inner self-respect and the 
capacity to give respect to others. This 
discussion is also based on the premise 
that human beings are not born with those 
capacities—and that they can be thwarted 
and destroyed, as well as being enhanced, 

The first part of this paper will present 
the development of the individual as an 
interdependent being, as part of a healthy 
group life, 

The second part will introduce social 
group work, one of the most helpful pro- 
fessional approaches in relation to those 
specific mental health needs. 

Eric Erikson, in his concept of the eight 
stages of the life cycle of man, brought the 
Freudian concept of intrapsychic develop- 
ment into the context of people relating 
to people.’ He begins his cycle with the 
development of a “basic sense of trust” de- 
pending on the relationship between mother 
and child. Very early this relationship in- 
cludes more than two people. Even in his 
first year the infant begins to react to others 
besides mother, although the predominant 
important relationship is a “one-to-one” 
one. All through life the human being 
needs the special nourishing factors that 
come from a healthy group life. ; 

What is a “healthy group?” It is not a 
mass. It allows for an identification with 
equals, for the warmth of belonging to more 
than one person—to remove some of the 
fear that the threatened loss of the “one 
and only” always presents. It also allows 
for freedom to be oneself and different m 
the presence of others, for freedom ie 
choose those one prefers and responsibility 
to accept others one does not especially } 
care for, for opportunity to try out one Si 
own specific uniqueness and for enjoyment 
of the uniqueness of others. + ee 

Without such qualitative group life in — 
and beyond the family the individual can- — 
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not grow emotionally and intellectually. 
Family, the primary group, is vitally im- 
portant for the development of a healthy 
personality but the family alone is not 
enough. To let Anne Frank speak again, 
“, .. lately I have begun to feel deserted. 
I am surrounded by too great a void. I 
never used to feel like this; my fun and 
amusement and my girl friends, com- 
pletely filled my thoughts. Now I either 
. think about unhappy things or about my- 
self. And at long last I have made the 
discovery that Daddy, although he’s 
such a darling, cannot take the place 
of my entire little world of bygone 
days.” 6 
The importance of the family group is 
paramount, and much has been written 
about this. It is very necessary however to 
focus also on other group associations be- 
cause they have been woefully neglected 
in thinking about mental health. The 
small family unit alone cannot provide 
for developmental needs. The light shin- 
ing in the eyes of a two-year-old who dis- 
covers another “baby,” the reaching out 
for this other child indicates a basic need 
to be with one’s contemporaries. With in- 
creasing age this need grows and becomes 
more complicated. In the five-year-old the 
“belonging” need is still fulfilled by the 
adult, but the sense of importance, the 
“who am I,” is slowly and increasingly de- 
veloped in his small friendship groups. 
On the other hand those groups can 
place serious obstacles in the way of healthy 
development. The family too long has 
been blamed for all shortcomings in the 
mental health development of children. 
We must take a much closer look at other 
group associations of children. The handi- 
capped child who is exposed to the taunts 
of his little neighbors can be only partially 
Protected by his family group. The class- 
room, neighborhood, organized youth 
groups may help or hinder the healthy de- 
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velopment of a self-image. “I had my first 
seizure on the playground when I was nine- 
years-old,” recalled an adult seizure pa- 
tient. “I woke up with kids staring at me 
and I heard shouting—‘Ida has a fit; Ida 
has a fit? Mother came rushing out and 
held me in her arms; Mother always stayed 
with me from then on—she means well— 
but I can only see the kids! And I never 
felt I was worth anything.” 

“Don’t ever get a child that looks like 
me,” a pretty ten-year-old dark-skinned 
Negro child said to me. She had ex- 
perienced the selective group basis of a 
society that discriminates. All the love at 
home could only help her to “stand” the 
hurt—a part of the self was broken. 

The importance of the friendship group 
increases during adolescence. The enor- 
mous power of these groups in helping or 
hurting the growing human being is before 
us every day. Exclusion of individuals be- 
cause of their race, economic background 
or social status creates deep scars and re- 
sentment. Much of what looks like de- 
linquent defiance to the undiscerning adult 
is a struggle for being “somebody” in this 
world of the young. If acceptance cannot 
be found, the rejected ones must band to- 
gether to find some sense of security and 
self-worth. This underlies much of the 
formation of gang groups. 

Finally, we come to the importance of 
group life to the adult. With the founding 
of his family, the adult finds a new im- 
portant relationship, but it is not sufficient, ` 
Adults yearn increasingly for some intimate 
friendship group outside the narrow family 
circle. Adults in our culture belong to 
many—sometimes too many—group activ- 
ities, but they miss the intimacy of close 
friends, the opportunity to be “them- 


6 Op. cit., p. 49. 
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selves,” to “let down their hair.” A highly 
regarded businessman approached me at 
the conclusion of a speech I had made to 
a new mental health society in a small com- 
munity. “What you said about people 
feeling alone, when they have only groups 
based on prestige or business association, 
surely hit home. What can we do? We run 
to psychiatrists, because we can’t have 
friends!” 

Some anthropologists consider the pau- 
city of adult intimate friendship groups to 
be one of our most serious shortcomings. 
Our culture does offer outlet for the need 
to participate, to gain importance in adult- 
hood, but it provides too little fulfillment 
of the need to belong outside the narrow 
confines of the family. 

In recent years much has been said and 
written about the group needs of the aged. 
Unfortunately, attempts at fulfillment have 
often been on a superficial level. The aged 
do not primarily need “diversion,” recrea- 
tion outlets to fill leisure time. The eld- 
erly, more than any other age group, need 
the feeling of being needed, of being active 
participants, of “belonging” to a commu- 
nity of people. At a stage of life when some 
faculties—at least in many people—begin 
to diminish, those needs are tinged with 
deep anxiety. If life has offered enough 
satisfactions this anxiety will be less pro- 
nounced. If it has not, more help must be 
offered. 

With the realization that mental health 
is closely related to the quality of group 
life throughout the whole life span of the 
individual, the questions arise on how to 
create a healthy group life, what services 
to provide, what skills are needed. 

Much of the provision of qualitative 
group life will not come through profes- 
sional services but only through the efforts 
of enlightened citizens—through new ways 
of raising children, through a pervasive 
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change in culture. An example is the ter- 
rible damage discrimination does to the 
mental health of those discriminated 
against as well as to those who discriminate, 
Surely, only legislation, specific efforts of 
human relations agencies and schools, as 
well as the total conscience of a nation will 
change this. 

The same applies to cultural change in 
the intimacy of adult group life. The pro- 
fessional who is aware of needs can present 
them to the community. Such change must 
be achieved and can be achieved only 
through the inspired and capable action 
of citizens in a democracy. 

But those services which are consciously 
provided to prevent damage of mental 
health or those which help to repair dam- 
ages fall into the province of the dedicated 
and skilled professional practitoner. So- 
cial group work, a specific approach of the 
social work profession, has a vital place in 
this realm. 

What is social group work? It is the 
method in social work which relates its 
helping function specifically to individuals 
in groups. Its goal is the creation of quali- 
tative group life, differentiated according 
to the needs of the groups it serves. The 
group worker always works in the actual, 
realistic context of interpersonal relations, 
whether he works with community groups 
or with clinical ones. 

The group work approach places strong 
emphasis on individualization in the 
group. The group worker realizes that a 
group frequently presents a total organism 
and that he has to work with this, but he 
also never loses—or he is not allowed to 
lose—focus on the importance of the in- 
dividual. 

Group work early recognized that there 
is not a dichotomy between individual and 
group, that individuals can reach their 
highest potential and feeling of self-worth 
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by participation. Also that they can 
achieve security by a feeling of belonging 
to a meaningful group, and they take on 
responsibility toward others in and through 
those relationships. Group workers have 
realized the power of group associations, 
and they know that this power can also 
be disastrous; it can destroy and harm a 
person. 

Social group work is not a mechanistic, 
manipulative skill. Like all mental health 
professions it is bound—and freed—by the 
respect for the individual and his unique- 
ness. Its skill is a helping and freeing 
one—yet it limits the individual by his 
consideration of others. 

This professional skill is appropriate in 
a variety of mental health services, span- 
ning a scale from the developmental group 
needs of children to the plight of adults 
in mental hospitals. 

One of group work's strong contribu- 
tions to the mental health field lies in its 
practice in institutional settings dealing 
with mentally ill or emotionally disturbed 
patients and in correctional institutions for 
either children or adults. Most of these 
institutions are not yet what they should 
be—places in which the sick or hostile 
human being can regain his self-worth and 
his capacity to relate to others. We do 
know and have experienced that the en- 
vironment we have provided in the past 
—and more frequently today—has not 
been conductive to the regaining of men- 
tal health. 

The importance of medical and psy- 
chiatric services is paramount. Yet we have 
learned that the degradation of institu- 
tional confinement combines with no un- 
derstanding of the impact patients have on 
each other. Also, the exclusion from par- 
ticipation in decision making has helped 
only to deteriorate patients. The recent 


. years have seen a reform of those situa- 
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tions. But progress is slow, and there is not 
enough use made of the skill social group 
workers are prepared to give. 

Actually there is available a body of 
knowledge which integrates individual un- 
derstanding and group process. Skills have 
been developed on how to work with sub- 
groups, how to help through specifically 
selected and appropriate activities and 
through interaction of group members. All 
these skills are the competence of the so- 
cial group worker. 

Fear of more alert patients—of patients 
who gain confidence—has sometimes pre- 
vented the helpful exercises in decision 
making that are needed on wards. On the 
other hand, nurses especially have asked 
for and have enjoyed adding to their skills 
the knowledge available through social 
group work. 

A particular function of the social group 
worker in hospitals and treatment centers 
is work with formed groups. Such groups 


-may be preparole groups, groups, compris- 


ing newcomers to the institution, groups 
formed of patients who have gone through 
similar significant experiences—as for in- 
stance shock therapy—or discussion groups 
to help patients to better understand them- 
selves and the situation in which they find 
themselves. In all these groups the group 
worker uses his skill of relating patients to 
each other, of strengthening their confi- 
dence in themselves by allowing them not 
only to talk out their feelings, expectations 
and fears but also to act them out partially 
through encountering the needs of others 
in the group or through direct experiences 
with such new social situations as going 
out, eating together, bringing in relatives. 

In such groups the presence of others 
“in the same boat” often frees the patient 
and gives him support in the face of a 
highly authoritarian situation. This is an 
important ingredient in helping him to- 
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ward the task of health which demands 
making decisions and being capable of 
standing up for one’s own thoughts. Offer- 
ing this opportunity is not always easy for 
the group worker, for his specific skill does 
not allow him to be always in the “giving” 
role. He must accept two facts: 1. He loses 
the aura of authority so often available to 
the individual therapist, because of the 
mutual support patients give to each other; 
and 2. He must see his greatest accomplish- 
ment is helping patients to help each other 
instead of his being the major helper to 
each individual. : 

For social group work students the latter 
is always the hardest role to accept. Young 
students often complain: “What did J do 
to help Joe?” They must learn that they 
must be available to the individual mem- 
ber in the group when he needs them and 
when nobody else in the group can help 
him. Yet his greatest skill is in helping 
the patients help each other—and this de- 


mands much professional discipline and. 


skill. The major purpose of the group is 
to be a practicing ground for give-and-take 
among equals. The patient must not re- 
main dependent on the professional helper; 
he must experience his capacity to inter- 
act, live and enjoy others in the commu- 
nity. This is an important contribution 
to the return to mental health. Release, 
talking out, beginning insight are helpful 
functions of group treatment, but they are 
similar to those achieved in individual 
treatment. 

The specific help derived from the group 
is the opportunity to try out interpersonal 
relationships. There may be failures; a 
patient can feel hurt and the support of 
the group comes to him as a great relief 
and often as a complete surprise. If this 
support is not forthcoming the group 


worker must be the helper and must give ' 


the patient comfort, but this cannot pro- 
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duce the same elation that comes with 
acceptance by one’s equals. The same ap- 
plies to learning about necessary limita- 
tions, because one lives in a world with 
other people. These formed groups are 
often times discussion groups; yet, fre- 
quently they are also activity groups (es- 
pecially in work with children) where the 
group worker uses his specific knowledge 
of materials and activities related to needs, 

Other mental health services in which so- 
cial group work is increasingly practiced 
are: 

Outpatient clinics—especially child guid- 
ance clinics—which have begun to recognize 
that work with groups is one of the essen- 
tial parts of their services. It is realized 
that children act differently in individual 
interviews with adults from the way they 
act in the company of other children. Sen- 
sitive observations by the group worker 
add invaluable data to diagnosis. Treat- 
ment is enhanced by an opportunity for 
children to act out and play out feelings 
while other children are present. Adoles- 
cents, to whom contemporaries mean more 
than adults, open up more easily and more 
realistically in group discussions. Parent 
groups allow for identification with other 
parents for alleviation of guilt and for di- 
rect learning from others. 

Social group work plays an important 
part in the prevention of mental and emo- 
tional illness in working with physically 
handicapped people—the blind, the crip- 
pled, the speech handicapped, the ept 
leptic. Informal groups or camps of such 
handicapped youngsters or adults contrib- 
ute to an increased feeling of security, and 
they allow for trying out skills and rela- 
tionships in a protected environment. 

An example of this is Sue, who attended 


a camp for physically handicapped chil- 
dren. j 


Sue was an unattractive twelve-yeat- 
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old with stringy hair and a sullen face. 
She had a peculiar gait because of a 
malformation of the hip. Sue refused to 
do her exercises and made fun of the 
other children by taunting them about 
their physical shortcomings. She scorned 
adults for being “phony.” Her hostility 
was so great that at first there was no 
“in” to Sue directly, but the group 
worker helped the other group members 
to not retaliate and to understand how 
Sue must suffer. The first slight break 
came one day ‘just before supper. Sue 
scornfully said, “We are so ugly; we bet- 
ter not show our faces anywhere.” The 
group worker gently placed her hands on 
Sue’s face in a way that only her dark 
eyes showed and said, “Sue, you have 
such beautiful eyes; they alone are worth 
looking at.” 

Here was adult acceptance. Still more 
important was the reaction of Jenny, a 
girl of Sue’s age who had a withered 
arm, “O yes, Sue, and just look at your 
lovely hands! Well, one of mine is not 
so bad either.” And laughingly she 
added, “What is really ugly about me is 
my thin hair but, goodness, maybe it can 
be fixed.” Sue looked perplexed. For 
the first time the cares of another human 
being seemed to penetrate. And obvi- 
ously Jenny did not consider her handi- 
cap so disastrous. 

Several nights later the girls went danc- 
ing. Sue refused, insisting on her ugli- 
ness. The girls suggested that another 
hairdo would do the trick. No response 
—or was there? At night Sue crept to 
the group worker, “Would you wash and 
set my hair, secretly?” Still, there was 
little belief in being able to be attrac- 
tive, and there was fear of being laughed 
at or hurt, but the patient acceptance 
of group worker and group members had 
given Sue some feeling of trust. | 

Nobody would have recognized the 
gay teenager who walked with others 
to dances a few weeks later, refused to go 
swimming because it might “spoil my 
hairdo,” talked freely and earnestly 


‘about her father. who made her feel so 


“low” and smiled through tears at the 
“goodbye.” “I guess as long as I know 
I have friends, I'll get along.” Sue had 
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found self-respect through a sense of 

belonging. 

Work with delinquents falls into the 
area of mental health. The individual de- 
linquent frequently shows serious signs of 
disturbance and certain forms of delin- 
quency can influence the mental health of 
a total community. Delinquency is usually — 
a group phenomenon and few delinquent 
acts have been committed by solitary of- 
fenders. The frustrated youngsters, feeling 
rejected and permeated by a low self-con- 
cept, are often driven to violence—acts 
proving their own superiority—and to take 
revenge. If these impulses are organized 
or misused by strong individuals, the re- 
sult is mob violence, as experienced in 
gangfights and, worse, in the youth mobs 
of Nazi Germany. In those groups the 
power of group support, turned as it was 
toward evil purposes, could be seen clearly. 
Support by the group allowed many of 
these hateful youngsters to commit deeds 
they would have not dared to commit 
alone. It is important to remember that 
the early group life of these children was 
usually a stern, authoritarian one, a father 
who ruled with an iron hand and teachers 
who followed this pattern. This may be 
a warning to those who cry for the “good 
old days” of the disciplinarian father. 

Since delinquency is predominantly a 
group phenomenon, the skill of the group 
worker is most important, supplementing 
other professional efforts. In recent years 
the “floating group worker” or “gang: 
worker” has become a mental health agent 
in the neighborhood. He works with 
youngsters in their natural group associa- 
tions because those have so much meaning 
to them. He slowly penetrates the shell 
of distrust and hate. It is not recreational 
diversion he has to offer. Those young- 
sters have enough exciting activities, all 
of them more exciting than anything “le- 
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gitimate.” The group worker offers him- 
self; he offers a relationship with an under- 
standing adult who, by his acceptance and 
yet incorporation of positive values, makes 
the adolescents feel that they can become 
important members of a society which is 
concerned with them as individuals. He 
helps them with the basic questions they 
ask so often: “Who am I? Why do people 
hate us? What is the matter with my par- 
ents? What about sex? Why don’t adults 
understand us? How do we find work? 
Whom can we trust?” 

Group work’s contribution to mental 
health lies beyond those rehabilitative 
services. It works also in the large area 
of maintenance of enhancement of mental 
health. This function parallels that of 
public health. The following is a typical 
example of such services: 

In a newly developed, low-cost housing 
project of one of our middlewestern cities, 
services for the maintenance of mental 
health and of positive relations among the 
new inhabitants were consciously and sys- 
tematically introduced by a nearby settle- 
ment house. 

The staff knew the ingredients which 
would lead to disturbances in such newly- 
created communities: 

l. Isolation from the rest of the com- 
munity, resulting in feelings of inferiority; 

2. Segregation of differing groups accord- 
ing to color or creed, despite the “inter- 
racial, intercultural” intent, resulting in 
tensions; 

3. Too great a reliance on the housing 
authority, resulting in feelings of depend- 
ence and anger against the authority; 

4. Gossip being the only form and con- 
tent of communication available, resulting 
in feuds among children; 

5. Poor public transportation to public 
schools, resulting in an increase in truancy; 

6. Mothers overwhelmed by care of 
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young children, resulting in poor treat- 
ment or neglect of the children. 

The settlement house did not provide 
all the preventive services, but it did lay 
the foundation for them by providing lead- 
ership in establishing citizen groups. These 
groups could begin to work on some tan- 
gible services. In this way several of the 
“bacteria” were killed before they had time 
to take hold. 

The citizen groups offered interchange 
among the new inhabitants in the housing 
project for a common goal. This brought 
people of different backgrounds together 
in a positive and accepting way. 

The citizen groups created pride in the 
participating individuals. This pride de- 
veloped because these individuals felt they 
had important roles to play in conducting 
their own affairs. 

The groups helped the new inhabitants 
develop a feeling of independence from 
the housing authority, and this resulted in 
warm and co-operative work with author- 
ity representatives. 

In working on problems of transporta- 
tion, etc., the group members dealt respon- 
sibly as representatives with other parts of 
the community, thus preventing the feel- 
ing of isolation and inferiority. 5 

The groups—in addition to their “busi- 
ness” function—became friendly social out- 
lets without the “gossip” aspects. d 

Such efforts are never finished, yet di- 
rect group work services can be diminished 
slowly and ought to be revived only when 
danger signs appear. 

Such healthy group life—purposefully 
created and clarifying what must be pre- 
vented—can become one of our greatest 
weapons against poor mental health. 

The group worker’s function with youth 
groups, with groups working on family j 
life education, belongs in this area of pre- 
vention. Unfortunately much work with 
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youth groups is conducted purely on a di- 
versional, recreational basis. Children 
have a right to play and to pure enjoyment. 
This is their way of learning and of grow- 
ing. In most child and youth-serving agen- 
cies, adult volunteers who enjoy children 
and their activities can be of real help. 
Yet volunteers do need help in under- 
standing how to create a group climate 
that allows the youngster to gain true self- 
respect, to help him learn to respect dif- 
ferent people and to learn to participate 
significantly and intelligently. 

Volunteers need help with understand- 
ing children, with how to work with the 
shy and withdrawn youngster, how to ap- 
proach the hurt and bewildered child, the 
rebellious and the hateful one. These 
children are in our so-called “normal” 
group and many of them can be helped 
right’ in their own groups without the al- 
ways painful referral to specialized agen- 
cies. There is great need for a more signifi- 
cant use of the social group worker in 
youth work. 

With schools placing increasing empha- 
sis on intellectual achievement and learn- 
ing, the informal group associations be- 
come, more than ever, vital forces for the 
healthy emotional development of chil- 
dren. “Case finding” and “work with the 
whole family” should become an accepted 
co-operative endeavor between social work- 
ers attached to public schools and profes- 
sional social group workers in the informal 
youth-serving agencies. 

Group work has developed great insights 
—especially the synthesis of individual and 
the group. Its stress on interdependence 
as a major human need preceded recent 
developments in psychiatric approaches by 
some years. ‘Group workers themselves 
have not always been enough aware of how 
closely they reach the nerve center of 
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mental health in the individual. They be- 
come increasingly conscious of this through 
better education in individual dynamics 
integrated into their knowledge of group 
process and environmental forces. 

Group work's reach into the healthy part 
of community life has sometimes been alien 
—and perhaps frightening—to some of the 
mental health professions and even to its 
own colleagues in the social work family. 
Its contribution in this area, in helping 
to produce a healthy group life in the 
community, will come to its full bloom 
when group work itself can clearly state 
its purposes (as for instance in the example 
of the work of the settlement house in the 
housing area) and if it insists on making 
its contribution to developmental services 
of youth more significant. 

Group work’s helping function in the 
rehabilitative or correctional services is 
clear and growing. It provides reality ex- 
periences for fulfillment of the basic needs 
underlying mental health, the need for 
self-respect and the need to belong. Those 
are healthy needs which are twisted at 
times, thwarted, or buried by the inhu- 
maneness of man to man. 

Their health must be restored. Eduard 
Lindeman once wrote into his notebook, 

“Group work is a mental hygiene ex- 
perience—a venture in sanity.” 

This venture can be exceedingly power- 
ful if carried by practitioners who take 
their task as seriously as it should be taken. 
After class, a college student recently asked, 
“I wished I would see a group in action! 
Is it really so potent?” The answer: “The 
group is the atomic energy of human rela- 
tions—as dangerous when it is misused as 
it is full of blessings when used with skill, 
purpose and real love for each human be- 
ing.” Competent group work has a great 
future in the mental ‘health field. _ 
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BRYANT M. WEDGE, M.D. 


“An ounce of prevention is worth a pound 
of cure,” 
Poor Richard's Almanac 


Psychiatric case finding 


in college by nurse interview 


It is a basic tenet of preventive medicine 

that serious health problems are most ef- 
fectively remedied or mitigated if they can 
be detected and treated in their earliest 
stages. This is demonstrably the case in 
many illnesses—tuberculosis, for example. 
‘Tuberculin testing and the routine chest 
_ X-ray are used to assist in the early identi- 
fication of this disease, and it has been re- 
peatedly proved that remedial treatment 
in incipient stages can prevent a more 
serious course and control the spread of 
infection. The principle of early detection 
and treatment is frequently invoked as an 
aim of preventive psychiatry; in fact this 
principle underpins the entire child guid- 
ance movement. Nevertheless there are 
such special difficulties in applying this 
principle in the field of mental health that 
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it has been honored more in the breach 
than in the practice. 7 

A major difficulty is in the identification 
of cases of incipient mental ill health which 
should be referred for early treatment. 
Epidemiologic studies, using various Cii- 
teria, have regularly shown that between 
33 and 85 per cent of the population © 
studied suffered from some degree of what 
were judged as neuro-psychiatric symptoms, 
while between 16 and $3 per cent showed 
significant impairment of work and social 
adjustment from: these difficulties (1, 7, 9. 
A second problem is that identification © 
a case does not necessarily lead to clear-cut 
possibilities for treatment. While all pre 
ventive treatment depends upon the 0 
operation of the patient, this is particularly — 
true with personality disorders. Here, 
treatment depends very heavily upon the 
patient's willingness to recognize his 
culty and his motivation for treatment. — 

Despite these problems, there are certain d 
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critical points at which it seems appro- 
priate to concentrate efforts at case finding 
and early treatment as a preventive meas- 
ure. These are points in the development 
of personality which are particularly criti- 
cal for achievement of mental health. The 
first of these is certainly childhood, at 
which time two major screening devices 
are being developed. The first device is 
educating parents to recognize departures 
from healthy development and encouraging 
them to seek consultation when these de- 
partures occur. The second device is the 
vast organization of the schools, in which 
the classroom teacher, backed up by ade- 
quate consultative services, can act as a 
screening agent for an entire rising genera- 
tion. 

Another critical opportunity is in the 
college. As selected—and self-selected— 
elements of the population, college students 
undertake the critical transition from de- 
pendent childhood to autonomous adult- 
hood during the college period. Since this 
is a time of considerable openness to 
change (10, 12) it provides a special oppor- 
tunity to exert favorable influence through 
relatively brief treatment (2, 5, 12). Con- 
sequently, early case finding and preven- 
tive referral of college students would ap- 
pear well worth exploration as means for 
the practice of preventive mental hygiene. 
This paper reports on a systematic effort 
at the identification and referral of emo- 
tionally handicapped students by use of a 
nurse health interview. 


CASE FINDING IN COLLEGE 

There have been few systematic attempts 
to identify instances of emotional malad- 
justment in college for the purpose of pre- 
ventive referral, although Farnsworth and 
Darling, among others, have urged research 
into this question (2,5). At the Yale Divi- 
sion of Student Mental Health routine 
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mental hygiene examinations were insti- 
tuted as part of a physical review for en- 
tering students in 1928, and these were 
continued until 1932 when it was con- 
cluded that “the results did not justify the 
amount of work involved or the cost of 
such a large and complicated procedure. 
Students who wanted psychiatric aid would 
seek it; those who did not want it could 
not be coerced. Although routine exami- 
nations uncovered problems, uncovering 
them was not enough. ‘The principal 
function of the department is to treat pa- 
tients, and the examinations did not con- 
tribute measurably toward treatment or 
toward persuading students to seek it. Ex- 
cept for the two years immediately follow- 
ing the establishment of the staff in the 
new Health Department building (1930- 
1932) the number of new cases treated 
fluctuated within a limited range regard- 
less of the size of the staff or the number 
of routine examinations (6).” 

Although a number of studies have been 
directed to the distribution of various 
mental characteristics of college students, 
few of them have been used for case finding 
purposes. A study done in 1955 at Yale 
showed that 24 (three per cent) out ‘of 784 
freshman students had 30 or more “yes” 
responses on the Cornell Medical Index 
and that some 42 per cent of these visited 
the Mental Hygiene Division during the 
next two years, this percentage being higher 
than for any other group. Furthermore, of 
students who had seven or more positive 
responses to questions on the last page of 
the Cornell Medical Index which deals 
with patterns of mood and feelings, 27 
subjects out of 86 (82 per cent) visited the 
Mental Hygiene Section (18). It could be 
concluded that the Cornell Medical Index 
might be of some help in identifying cases, 
but it should be noted that less than half 
of the students who met the most stringent 
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criteria sought psychiatric assistance and 
that the criteria picked up only a minority 
of the students who did use the service. 

In another study, Rust developed a 
“Twelve-Problems Scale” as a measure of 
a lack of mental health and applied this to 
samples from three Separate years (9). This 
covered questions of having been bothered 
by such feelings as loneliness, nervousness, 
insomnia, headaches and indigestion, or 
having had personal problems which inter- 
fered with studies, athletics, extracurricu- 
lar participation, recreation, sleep, sex life, 
or relations with people. Approximately 
one-fourth of the subjects reported four or 
more problems, and this group also re- 
ported themselves as less satisfied with their 
college experience, less physically healthy, 
and checked self-critical items on an ad- 
jective check list, Nevertheless, of this 
group only 25 per cent consulted the Stu- 
dent Mental Hygiene Clinic during four 
years in college as compared with 17 per 
cent of the total class, 

In another study Davie found that the 
users of the Mental Hygiene Clinic could 
not be distinguished from the nonusers in 
terms of a large number of precollege or 
incollege characteristics and that they came 
from all walks of campus life (3). The 
users of the Mental Hygiene Clinic tended 
to report greater dissatisfaction with col- 
lege experience and greater dissatisfaction 
with themselves, 

These studies suggest that questionnaires 
are unlikely to identify cases of emotion- 
ally disturbed college students who would 
benefit by referral to the Mental Health 
Service. Instruments which identify cases 
with any accuracy miss a major portion of 
those who actually use these services, while 
picking up a large proportion of cases 
which do not do so. This is perhaps in- 
evitable in the realm of emotional disorders 
in which diagnostic criteria are anything 
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but clear-cut and in which the success of 
treatment depends on the patient’s atti- 
tude toward himself and his problems. 


THE NURSE HEALTH INTERVIEW 
PROJECT 

The nurse health interviews in the Depart- 
ment of University Health began in the 
academic year 1957-1958 on an experimen- 
tal basis. The purpose of these interviews 
was to determine the usefulness of this 
technique as an initial health screening 
device in the college setting, especially in 
comparison to routine physical examina- 
tions, Secondary aims were to convey in- 
formation concerning health facilities and 
to influence behavior in personal health 
care and toward appropriate use of health 
facilities. This provided an opportunity 
to assess the interview as a means of psy- 
chiatric case finding and referral in com- 
parison to the routine physical examina- 
tion. 

The experimental groups were made up 
of three random samples of 100 students 
each. These samples were drawn from the 
two successive freshman classes, excepting 
those students who had received early phys- 
ical examinations in order to participate 
in freshman football and those who were 
called for early examination because of 
notable medical problems reported on a 
preadmission health form. One sample 
(A) was called for a nurse health interview; 
a second group (B) received a routine phys- 
ical examination in addition to the inter- 
view; and the third (C) received the usual 
physical examination. All students re- 
ceived chest X-rays, eyesight tests and 
urinalyses in addition to the health review. 

The nurse health interview was con- 
ducted by one of two staff members chosen 
and trained for this function. The inter- 
view was structured as a survey of past and 
present health, but as the interview pro- 


gressed the concept of health was extended 
to include adaptation to curricular and 
extracurricular aspects of college life. The 
student was given ample opportunity to 
expand on areas of concern or to bring 
forward questions concerning the health 
service or any other issue in college. The 
average interview lasted 35 minutes and 
the student was encouraged to return if he 
wished. During. the interview students 
were systematically informed of the serv- 
ices of the Health Department, including 
the Mental Hygiene Clinic. 

The nurse interviewers encouraged con- 
sultation with the Mental Health Clinic 
if the student expressed any wish for such 
assistance or if the nurse felt that the in- 
terview revealed some impairment of ca- 
pacity for developing reasonably satisfac- 
tory involvement with the personal, social 
and academic aspects of collegiate life. 
Since it had been decided that no defini- 
tive criteria for referral should be set up, 
the essential screening device was the 
nurse’s judgment, coupled with the stu- 
dent’s willingness to accept referral. The 
percentage of each group consulting the 
Mental Health Clinic in their freshman 
year—during the two years of this phase 
of the study—is expressed in-the following 
table: 


TABLE 1 


Per cent of experimental groups con- 
sulting mental health division during 


freshman year 
[cia E ea eee UT 


1957-58 1958-59 
a 
A, Interview only 13.8 15.3 
B. Interview and exam 6 16.8 
C. Physical exam only 7 4 


OO ee 


It appears from this table that there is 
a consistent tendency of students seen 1n 
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the nurse health interview to accept re- 
ferral to the Mental Health Service or to 
consult that service independently more 
frequently than those freshmen whose in- 
troduction to the Health Service was 
through the physical exam alone. I am 
at a loss to explain why this is not true 
for the first year’s sample of students seen 
in both the interview and the examination, 
since the interviews were conducted with- 
out knowledge that the student was in the 
B sample. Probably the nurse interviewers 
were less skillful in identifying and refer- 
ring students in the first year’s experience. 
About 40 per cent of the students seen in 
the nurse interview were referred directly 
by the nurse to the Mental Health Service; 
10 per cent had consulted the Mental 
Health Service before their interview; and 
the remaining 50 per cent consulted that 
service independently of, but subsequent 
to, the nurse health interview. From this 
it would appear that the tendency to con- 
sult the Mental Health Service by students 
who had undertaken the interview was 
equal or greater than among those who 
had had only a physical examination, even 
excluding students referred directly. 

The appropriateness or usefulness of the 
nurses’ referral to the Mental Health Serv- 
ice is difficult to evaluate. For example, 
of the 13 cases referred directly by the 
nurse in the second year of the program, 
six were seen for a single interview only 
(as compared to 30 per cent of students 
who come fully self-referred); five of these 
were having difficulty settling down to 
studies and one suffered from incapacitat- 
ing migraine headaches. 

It is difficult to estimate what was gained 
from these consultations, although in the 
three instances where the initial review 
process took a second appointment, there 
was evidence of some clarification of rela- 
tionships and goals. In an additional two 
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cases students were seen in initial inter- 
views in similar circumstances, and the re- 
lationship was not continued until they 
Spontaneously consulted the service some 
months later. Of the remaining five stu- 
dents in this group one proved to be 
acutely psychiatrically ill and hospitaliza- 
tion was arranged, while the other four 
continued for from two to ten treatment 
hours with a satisfactory resolution of the 
family and social problems they presented. 

As an example of a student referred by 
the nurse and seen only in an initial con- 
sultation, an eighteen-year-old freshman 
had told the nurse he had a good deal of 
difficulty in getting down to his studies, 
He had ranked very high in his class in 
preparatory school where his studies had 
been closely supervised and felt that he 
was “goofing off” at college. When he was 
seen a week after the referral was made 
he had decided “to bear down and do some 
studying” and only asked that he could 

` Teserve the right to return to discuss his 
difficulties if he found himself unable to 
keep this resolution, Another freshman, 
nineteen years of age, had complained 
€ven more vigorously that he was unable 
to concentrate and that his mind wandered 
when he sat down to study. In six psycho- 
therapeutic sessions following the initial 
interview he succeeded in working out his 
passive rebellion when he became aware 
of his resentment towards his parents for 
what he regarded as their excessive ambi- 
tion for him and their tendency to direct 
his life. 

To test the impression that students 
from the nurse interview group who con- 
sulted the Mental Health Clinic were less 
likely to require ‘Psychotherapy, the per- 
centage of students from each group who 
continued consultation beyond the initial 
interviews was calculated and the results 
are presented in Table 2, 
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TABLE 2 


Per cent of students consulting mental 
health division who were seen more 
than once 


Sa ee 


1957-58 1958-59 
A. Interview only 61.5 71.4 
B. Interview and exam 83.3 71.8 
C. Physical exam only 85.7 100.0 


Although the numbers involved are small 
there was a consistent tendency for the 
nurse interviewed group to consult the 
Mental Health Service only once. This 
Suggests that the nurse interview encour- 
ages consultation by a wider range of sub- 
jects than do processes of self-referral, 
physician-referral and referral by the com- 
munity and that fewer subjects referred by 
the nurse interview process make extended 
use of mental health treatment resources. 


THE NURSE INTERVIEW AND ATTI- 
TUDES TOWARDS MENTAL HEALTH 
CONSULTATION 

As part of the experimental study of the 
use of a nurse health interview, Davie 
studied student attitudes toward the ug 
of health facilities in ‘each of the experi- 
mental groups (4). The study was carried 
out by questionnaire at the end of each 
freshman year. Response rates from the 
experimental groups were virtually iden- 
tical, ranging from 81 to 83 per cent. There 
was no significant difference in opinion 
concerning the competency and efficiency 
of health service personnel, but those stu- 
dents who had received interviews were 
significantly more likely to feèl that they 
had a clear idea of the services available to 
them, to have a more favorable over-all 
impression of the review personnel and to 
feel that the health review personnel were 
interested in them as individuals. They 


| were also more likely to express a preference 
= for consulting health service staff doctors 
© rather than private physicians and to state 
that they were satisfied with their total 
dealings with the health department. 

It appeared that the nurse health inter- 
View produces somewhat more favorable 
attitudes toward the use of Health Depart- 
ment facilities than a routine physical ex- 
amination. These students were also asked 
_ whether they had an opinion concerning 
the use of the Mental Hygiene Division 
and about 70 per cent expressed such an 
Opinion. (The remainder signified that 
Ss they did not know or had no opinion.) The 

_ Percentage of students who had opinions 
= and who stated that they definitely or 
© probably would consult the Mental Health 
_ Division is expressed in Table 3. 


TABLE 3 


Per cent of respondents who ex- 
pressed an opinion and who definitely 
~ Or probably would consult Mental 
= Health Division for a personal 
problem 


Í 
IE 


1957-58 1958-59 
| A, Interview only 61 71 
B. Interview and exam 59 74 
C. Physical exam only 60 " 
ee 


The differences between the experimental 
= groups in this respect are neither consist- 
"ent nor significant. This suggests that the 
© nurse health interview does not signifi- 

cantly affect the attitude toward mental 
A health consultation nor the probable future 
= Use of the Mental Health Division as com- 
pared to the physical examination. These 
findings are particularly interesting in the 
š of the study by Watts and Davis on 
ifudes toward psychiatry in college. This 
y reported that only 30 per cent of 
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the students in an Eastern university were 
aware of the presence of a university psy- 
chiatrist, while 56 per cent would hesitate 
to consult the psychiatrist. 


DISCUSSION 

It is obvious that the principle of early 
detection and treatment does not apply to 
the prevention of mental ill health in any 
simple or straightforward manner. Since 
the concept of mental ill health is func- 
tional and manifestations of such condi- 
tions are manifold, there are no clear-cut 
or absolute criteria for malfunction in this 
area which could provide the basis for mass 
screening devices. Despite strenuous and 
continuing efforts to develop screening in- 
struments for application to college student 
population, none have been devised as yet, 
and the complex nature of the condition 
makes it unlikely that any instrument 
capable of mechanical application will 
prove useful in this respect. 

The second problem involved in the 
detection and early treatment of instances 
of mental ill health is that a sine qua non 
of effective treatment is the readiness of 
the subject to recognize and actively co- 
operate in the treatment process. This 
depends upon the subject's own perception 
of the situation and not upon external 
opinion. In the case of pulmonary tuber- 
culosis detected by chest X-ray it is possi- 
ble to institute effective treatment on the 
basis of criteria which lie outside of the 
subject's normal perception. However, in | 
instances of mental ill health the use of 
such criteria, even if they were available as 
a basis for referral, is demonstrably non- 
or antitherapeutic, particularly at an age 
period when the developing person is 
struggling for independence. 

Some form of interview procedure would 
seem to provide an instrument capable of 
meeting both of these difficulties. As a 
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screening device the interview can be suf- 
ficiently wide-ranging and flexible to make 
possible a general judgment concerning 
individual mental health. The nurse inter- 
view, for example, not only systematically 
covers the important areas of personal 
function in life of the college student but 
also makes use of such a general observa- 
tion as whether or not the subject appears 
despondent or confused, as well as provid- 
ing an opportunity to investigate the mean- 
ing of such findings—which may represent 
having a chronic condition or having at- 
tended an all-night party. The interview 
also provides an opportunity to explore the 
subject's readiness to undertake corrective 
efforts if these should appear desirable and 
to encourage consideration of such meas- 
ures without forcing artificial compliance. 
Previous experience has shown that mass 
screening interviews conducted by a psy- 
chiatrist for the sole purpose of detecting 
instances of mental ill health have had 
limited usefulness in the college setting. A 
routine health review conducted by nurse 
interview, however, serves the mental health 
case finding function coincident with gen- 
eral health screening.t Preliminary evalua- 
tion of the nurse health interview as a 
mental health screening device for enter- 
ing college students suggests that this may 
prove a useful instrument for the detection 
of mental ill health and the encouragement 
of early treatment. 
ee E e a 


1 Evaluation of the nurse health interview as a 
substitute for routine physical examination in this 
experiment appears feasible “for the age group 
they have studied, when accompanied by laboratory 
screening tests, and when ready access to adequate 
medical consultation is available,” Hathaway, J. S., 
M. L. Brown, and J. W. Meigs, “The Role of the 
Nurse in the Preventive Services of a Student Health 
Clinic.” To be published. 
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PONTO 


GERTRUDE L. NILSSON, B.A. 
ALBERT A. KURLAND, M.D. 


The new generation 


“It’s just like going to any other hospital 
now. You get well, come home and pick 
up where you left off.” 

The speaker was a slender, soft-voiced 
woman who had been doing the dishes 
and was still wearing her apron when the 
interviewer arrived. Her home was a tiny 
box in a labyrinthine low-cost project of 
tiny boxes. The petunias and hydrangea 
bush on the pocket handkerchief-sized 
lawn, the polished door-knob, the stiff and 
snowy cottage curtains at the windows 
bespoke tender, loving care. The over- 
stuffed furniture crowding the living room 
was shabby—but comfortable; the two little 
girls—attentive but silent participants in 
the interview—were cozily curled up on 
the sofa. From time to time the older 
„ŝat upright to nod vigorous agreement with 
Something her mother said. (Later she 
proudly showed the visitor the pot holders 
she was making: “My mother showed me 
how; she learned how in the hospital.”) 


of ex-patients 


Mrs. Burns had been out of the state 
psychiatric hospital nearly a year, after 
one month as a patient in the admissions 
unit, It had been her third admission, so 
her comment carries some authority: 21 
months in 1945-46; 16 months in 1955-56; 
one month in 1958. There is a reflection 
of progress in that record, and in 1959 
Mrs, Burns represented a new generation 
of ex-psychiatric hospital patients—those 
who go in sick, get treated, get better and 
go home without suffering any major break 
in the continuity of their lives. 
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Dr. Kurland is director of medical research, Mary- 
land Department of Mental Hygiene, Baltimore. 
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executive director of the Maryland Association for 
Mental Health, Inc. ` 
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The uncounted members of this new 
generation are, in general, very different 
from yesterday's stereotype of the ex-pa- 
tient. They have lived in attractive, mod- 
ern quarters, have worn their own clothes, 
kept in touch with their families and 
friends by exchange of mail and visits, en- 
joyed a variety and volume of social and 
recreational activities, received “total push” 
treatment from a multidisciplinary staff. 
One patient of an earlier and darker era 
distinguishes them from patients in the 
continued care services as “the country 
club set.” | 

At Mrs. Burns’ hospital, Spring Grove 
State Hospital in Baltimore, the average 
length of stay of patients had been re- 
duced between 1951 and 1959 by more 
than 50 per cent. Of every 100 admitted 
in 1959, 82 had left in less than a year, and 
those like Mrs. Burns, admitted with acute 
emotional disorders, had averaged only 
three months as inpatients (1). The ill- 
ness suffered by the new generation is no 
less damaging than that which afflicted 
their predecessors, but hospitalization and 
treatment for the illness have not com- 
pounded the damage with the social crip- 
pling observable on too many “back 
wards,” 

Soon after the turn of the century a 
man who had been a patient in a public 
psychiatric hospital determined to forge 
from his personal experience a tool to 
change the world of the mentally ill (2). 
Throughout the remainder of his lifetime 
he talked, he wrote, he organized. The 
national, state and local mental health as- 
sociations and all their far-reaching pro- 
grams are the burgeoning fruits of labor. 

Not every ex-patient is a Clifford Beers— 
or what a lobby the mentally ill would have 
to represent them in legislative halls—but 
Mrs. Burns and others who have left the 
hospitals in the past two or three years 
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are potential spokesmen and agents, in 
their own communities, for the goals of 
the mental health associations: expanded — 
psychiatric research, improved treatment of 
the mentally ill, increased public interest 
and understanding. 

Since half a million men and women 
leave the country’s public psychiatric hos- 
pitals annually (3) the total community re- 
lations power of these new ex-patients, 
incalculable in any exact sense, staggers 
the imagination. It reaches every town 
and hamlet across the nation. It reaches 
every racial, religious, political group. It 
climbs the socio-economic-cultural ’ ladder 
from the lowest rung to the top, with most 
of its agents—as has been demonstrated by 
the New Haven Study (4) and others— 
massed near the bottom in association with 
those least susceptible to the professionally 
directed programs of the mental health 
associations. 

This total community relations power 
is transmitted by members of labor unions, 
fraternal organizations, trade associations, 
civic clubs, professional societies, by men 
and women on factory assembly lines, wait- 
ing on customers in department stores, sell- 
ing cars, typing bills and bank statements, 
tilling the soil—yes, and preaching the gos- 
pel, doctoring the sick, running for political 
office, staffing the vast communications in- 
dustry. Mental hospital patients, once the 
most isolated and ignored population mm 
the country, have a direct line to the whole 
American public, a line Madison Avenue 
might well envy! 

Relatively few of these patients to date 
have participated in MHA activities. Even 
fewer, those more gifted than most, have 
told their stories in books and magazine, 
articles. Another group, perhaps larget, 
may be too strange, too different to be 
heard with respectful attention. These 
probably do not remain consistently in the 
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ranks of ex-patients. It can be assumed 
that a still larger group prefer to forget 
their hospital experience and to avoid 
identification with those they have left 
behind in the hospitals, although even these 
have relatives and close friends to whom 
they must communicate, by words or other- 
wise, something of their memories of hos- 
pital life, something of the impact of hos- 
pitalization for mental illness. 

But what of the vast majority of them— 
the millions? How do they feel about their 
experience with illness and hospitalization? 
What do they project about it over the 
back fence to the neighbor next door, or 
over a congenial cup of coffee or glass of 
beer? What about it seemed best or worst 
or most important? What do they advise 
the friend whose wife or son must enter 
such a hospital? What do they get across 
to the clergyman, the family physician, the 
social worker, which in turn colors the 
attitude and feeling he transmits to other 
patients-to-be? 

There are no answers to these questions. 
Follow-up studies of the ex-patient have 
been more concerned with him as the pas- 
sive sufferer of illness and receiver of treat- 
ment than as the active interpreter, citizen, 
voter; rather with what society has done or 
should do for him than with what he has 
done or can do for society. 

A follow-up study of former patients of 
Spring Grove, a public psychiatric hospital 
_ Serving the white population of nearly half 

of Maryland, provided an opportunity to 
ask some questions in the spirit of those 
above and to elicit, in addition to the 
answers, spontaneous comments about the 
hospital. The questions were addressed 
to the individual in his own home after 
rapport had been established during a 
relatively comfortable discussion of his 
Posthospital medical treatments (6). The 
findings appear to confirm the hypothesis 


New generation of ex-patients 


NILSSON AND KURLAND 


of the investigators that MHAs have still 
untapped resources of highly motivated 
manpower and womanpower from which 
to recruit active members. 


SELECTION OF THE SAMPLE 


Obviously the 45 individuals whose re- 
sponses are discussed in this report cannot 
be considered representative of ex-patients 
across the country or even across their own 
small state of Maryland. Their value as 
a sample of the total population is limited 
by their having been hospitalized in one 
particular hospital. It is limited also by 
the method of their selection: they had 
been among the first 100 patients on a 
comparative drug study on Spring Grove's 
admission service (MY-2152), having been 
referred to it because the admitting psy- 
chiatrists considered them good candidates 
for treatment with the phenothiazine medi- 
cations, as indicated by such target symp- 
toms as anxiety, agitation, hostile and 
destructive behavior, seclusiveness and the 
general appearance of active disturbance. 
They were in the middle years of life 
(between ages twenty-five and fifty-nine) 
and included no alcoholics, organics or 
patients committed by court order. 

The third factor limiting the repre- 
sentativeness of the sample is that of self- 
selection. The study was concerned with 
the medical histories of all the first 100 
patients on the project in the year follow- 
ing their separation from the project. Of 
this 100, 18 were in Spring Grove or some 
other psychiatric hospital at the end of 
the year; two had suicided; and six could 
not be located. An individually typed 
letter was mailed to each of the 74 known 
to be in the community, requesting an in- 
terview appointment with the research 
social worker, The letter was as warm and 
personal as possible, and enclosed with 
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it was a self-addressed, stamped postcard 
which required only the time and place 
of the appointment and the signature of 
the respondent. 

To those who did not respond within two 
weeks, a second letter was mailed. This 
Suggested that perhaps the individual 
“would rather forget” his experience as a 
patient, but it expressed the hope that he 
would be willing to discuss it in order 
to “provide clues to better services for 
sick people in the future.” 

To those who still did not respond but 
were listed in the telephone book, a tele- 
phone call was made, assuming that the 
failure to make an appointment implied 
not a negative response but simple, quite 
human procrastination, as indeed it did 
in most cases. 

Of the 74, 13 men and 32 women agreed 
to interviews—half the total number of 
men and two-thirds of the women, Three 
refused by mail (in every case the content 
of the communication was undeniably 
psychotic); four refused by phone (with 
slight variations on the theme of, “I'd just 
rather not talk about it’); and 22, who had 
no phones listed in their names, simply 
failed to respond, 

The sample then is composed of the 45 
men and women willing to be interviewed, 
out of a total of 74. All of them had been 
patients of a particular kind and of a par- 
ticular state psychiatric hospital. That 
they represent a population much larger 
than their number is apparent but exactly 
how large or what fraction of the new 
generation of ex-patients cannot be esti- 
mated. 


THE RESPONDENTS 


The homes of these 45 men and women 
were scattered throughout Baltimore and 
up and down the mixed rural-urban coun- 
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ties stretching between the city and the 
District of Columbia. In the terms of 
Dr. Hollingshead’s “Two-Factor Index of 
Social Position” (5), five of the 45 are in 
Class II and six in Class III (the white- 
collar classes); 22 in Class IV and 12 in 
Class V (the blue-collar classes), 

During their most recent hospitalization, 
the first of its kind for 23 of them, they 
had stayed for periods ranging from 9 
days to 11 months. The mean period in 
the hospital had been three and one-third 
months and the median, two months, 

Seventeen of them had entered and left 
from the admissions building, a modern 
therapeutic community. Fourteen others 
had spent additional time in other new 
buildings in the active treatment unit and/ 
or the convalescent cottages. Three had 
had brief stays in the infirmary for physi- 
cal ailments. Only 11, fewer than one- 
quarter, had had any experience in the 
continued care services, and then only for 
brief periods. 

All but six of them had been diagnosed 
as psychotic; 36 as schizophrenics. 

When interviewed they had been out of 
the hospital for periods ranging from three 
to 17 months, for a mean period of 10 
and a median of 11 months. 

Twenty were receiving no treatment for 
their psychiatric disorders at the time they 
were interviewed. Twenty-two were on 
psychiatric medication; two were gerne 
supportive therapy without medication; P 
and one was in psychotherapy, also with: 
out medication. The medical resources of 
those in treatment were for nine, their 
family physicians; for nine others, Spring 
Grove’s outpatient clinic, and for six, psy- 
chiatrists in private practice. One had no 
medical resource and was getting her tran- 
quilizer, prescribed by the hospital physi- 
cian who had sent her out on convalescent 
leave, from a pharmacist friend. 


Twenty-two of the women were house- 
wives. Of the 13 men and 10 working 
women, four were unemployed. Accord- 
ing to their own appraisals, 20 of the 45 
considered themselves neither better nor 
worse off vocationally than in their pre- 
hospital days. Nine considered themselves 
better off—eight with better jobs—and 
one housewife was going to a secretarial 
school, something she had longed to do 
for many years. Ten were worse off— 
either in poorer jobs or unemployed—or, 
in four cases, they were housewives who had 
previously been self-supporting (a gradu- 
ate nurse, a teacher and two secretaries) 
and were dissatisfied with confinement to 
home and family. 

The interviewer found seven of the re- 
spondents confused and more or less ir- 
rational. The other 38 displayed no overt 
signs of present or past psychiatric dis- 
orders. 

What follows is an analysis of the re- 
sponses of all 45 to three survey-type ques- 
tions and of the spontaneous comments 
that accompanied the responses. 


What difference did your hospitaliza- 
tion make in your life and the 
lives of your family? 


Change for the worse 


In answer to the first question, eight 
claimed that hospitalization had had a 
negative effect on their lives. Four of 
these commented, but with no corrobo- 
tating evidence, on the “stigma” aspect. 
One said, for example, “I feel marked by 
the experience—as though everyone knows 
about it.” 

A man and a woman described the nega- 
tive results of their hospitalizations in con- 
crete terms, The woman, mother of three 
small children, said sadly, “The children 
have never recovered from the shock of 
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seeing the police take me away. They're 
always afraid I may go away again. I take 
them with me to the store and to church 
and try never to leave the house without 
them unless absolutely necessary.” 

The man’s story was even sadder. He 
had lost his job because his employer re- 
fused to take back an ex-patient. Although 
he had not remained unemployed for long, 
the new job he had found was lower on 
the economic scale and he had lost the 
house he was buying. He resented the 
humiliation to which he had been exposed 
as a result of his hospital stay, but he re- 
sented ever more the price paid by his 
four teen-age children, whose social and 
school lives had suffered from the move to 
a humbler neighborhood. He felt he was 
justified in having “an inferiority complex” 
about his hospital history. 


No great difference 

Eighteen, including Mrs. Burns, claimed 
that their hospital experiences had made 
no great difference in their lives. Three 
women, later in the interviews, qualified 
their answers: “I’m more relaxed now and 
can let things slide a little;” “My nerves are 
better; I always used to bottle up my prob- 
lems, but I don’t any more;” and, “A 
nervous breakdown leaves scars that affect 
both the patient and her family, but that’s 
the breakdown itself and not particularly 
the hospitalization part.” 


Change for the better 

Nineteen, 11 women and 8 men, reported 
a change for the better in their lives and 
gave concrete examples of their gains: they 
were more optimistic, less irritable, etc. 

One little foreign-born housewife living 
in a rural shack with no modern con- 
veniences burst out gleefully in answer 
to this first question: “Hospital change me 
plenty. When my husband he do things, 
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I let her go. Now I quiet. My husband 
no more bawl me out.” She remembered 
the hospital gratefully and asked about 
Many patients and personnel she had 
„known and liked there, 

Three women mentioned relief from 
tension in their homes since they had left 
the hospital. Three others introduced a 
possibly ominous note in their positive 
reports: they had learned “to stand up to” 
their husbands! 


If a friend of yours needed to enter Spring 
Grove and asked your advice, 
i how would you advise him? 


Two patients were not asked the second 
question, and seven left it unanswered, 
either because they could not think of the 
advice they would give, or they would not 
give any. One cautioned that “advice is 
dangerous.” 


“By all means, go” 


The advice reported by 17 can be sum- 
marized quite simply, “By all means, go;”— 
four used these very words. 

The woman whose children had been 
shocked by the police coming for her said 
she would advise, “If you need to go, go. 
It's a very good hospital. If I hadn't 
a-went, what would of become of me?” 


“Seek consultation” 


Nine would advise seeking consultation 
—five, with a doctor; two, with a psychia- 
trist; one, with a clergyman or a doctor; 
one, with “someone you love and trust 
very much.” This last one added, “Don’t 
try to make your own decisions.” Two of 
these expressed the hope that professional 
help might prevent the need for hospitaliza- 
tion. Said one, “The hospital does not 
provide the incentive to get well that liv- 
ing home does.” ‘ 

One farmer referred to a higher author- 
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ity: “Trust in God Almighty. Faith will 
carry you through.” 

Two of these respondents wished they 
had had some advice. “Admission is very 
frightening,” according to one. And the 
other said, “Preparation is necessary, If 
only someone had talked to me I might 
have gone to the hospital voluntarily,” 

Two men and a woman reported that 
they had already experienced advising 
friends about the hospital. The woman's 
family doctor had called to ask that she 
talk with a patient for whom he was rec 
ommending hospitalization. All three 
were positive and constructive in their atti- 
tudes toward prospective patients, 


Orientation to hospital life 


Ten would prepare the prospective pa- 
tient for what he might expect in the 
hospital. Prospects mentioned more than 
once included: the locked doors, mentioned 
by five respondents; the need to co-operate 
with personnel, mentioned by four. The 
following were mentioned by one each: 
association with sicker patients, association 
with socially inferior patients and the lack 
of privacy. A schoolteacher would advise, 
“Take books or something else to occupy 
your time.” 


Only sour note 

Only one woman implied that she would 
discourage her friend from entering Spring 
Grove: “If you can go to an open ward, it’s 
not too bad; if you have to go to a locked 
ward, I just wouldn’t go.” 


If you were running Spring Grove, how 
would you change or add to the program to 
make it more helpful to people while they 
are patients there and after they leave? 


One man was not asked this question 
and six women had no suggestions to of 
The remaining 38 men and women foun 
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it a challenging subject and most responded 
in some detail, offering positive comments 
on the current hospital program along with 
their ideas of how it might be improved. 

For the purposes of this report the sug- 
gestions have been grouped in five general 
categories: activities program, food, physi- 
cal plant, personnel and program (aside 
from activities program). In each cate- 
gory an attempt has been made to counter- 
point the unsolicited positive comments 
with the solicited suggestions for improve- 
ment, 


Activities program 

More patients were concerned with the 
hospital’s activities program—recreation, 
athletics, exercise, sports, social events, in- 
dustrial assignments—than with any other 
single phase of hospital life, Sixteen made 
suggestions in this category. Nine sug- 
gested more activities across the board. 
Four suggested more time out-of-doors. 
Three commented that idleness was bad. 
Occupational therapy, library service and 
chaplaincy service each had two advocates 
of expansion. 

Fourteen patients volunteered favorable 
comments on this same program. Two of 
these attributed their recovery to their in- 
dustrial assignments: “The assignment to 
farm work helped me to get better,” said 
a farmer; and a mature housewife with a 
record of volunteer service in her own com- 
Munity said the same of her assignment as 
a nurse’s aide in the infirmary. 

The records are studded with such re- 
Marks as, “The activities and social life 
Were wonderful;” “The best thing was that 
the hospital keeps the patients busy;” “Rec- 
Teation was going on all the time, maybe 
even too much.” One young woman said, 
“There was plenty of entertainment. It 
Was really more like a college than a hos- 
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Occupational therapy, a major service 
in the admissions building, came in for 
special praise. “O. T. was the biggest help 
down there,” said an experienced secre- 
tary, and she added, “I’m the kind that 
can’t even darn a sock and I sure was 
pleased with myself at making a pot 
holder.” 

A young mother told how the crafts she 
had learned in O. T. helped her over the 
critical period of a penniless Christmas: “I 
helped my husband and son make all our 
own gifts and decorations.” 

A mature businesswoman, the supervisor 
of a large office, showed the interviewer the 
pictures she had painted since leaving the 
hospital: “I took up painting in O. T., and 
have kept it up as a hobby.” 


Food 

The hospital food was the subject of 
suggestions by 13 patients and of positive 
comments by 11 others. This provided ad- 
ditional evidence that even in a public 
psychiatric hospital, one man’s meat is- 
another man’s poison! 

Ten recommended that the quality of 
the food generally be improved. Quite 
extreme opinions were expressed; “The 
food was terrible;” “I almost starved—kept 
alive on chocolate bars and cokes;” and, 
“Poor grade food, improperly seasoned, ag- 
gravates the condition of the mentally sick.” 

On the other hand, among the “positive” 
11, the word “fine” was applied to the food 
by four and others used “very good,” “good 
and well-cooked,” and “delicious.” One 
farmer called it “right good grub,” and a 
woman who had transferred to Spring 
Grove from an expensive private hospital 
said the food here was “better and better 
served” than she had become accustomed to. 


Physical plant 
Twelve patients had suggestions regard- 
ing the hospital’s physical plant, four call- 
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no more bawl me out.” She remembered 
the hospital gratefully and asked about 
‘Many patients and personnel she had 
_known and liked there. 

-Three women mentioned relief from 
tension in their homes since they had left 
the hospital. Three others introduced a 
possibly ominous note in their positive 
reports: they had learned “to stand up to” 
their husbands! 


If a friend of yours needed to enter Spring 
Grove and asked your advice, 
how would you advise him? 


"Two patients were not asked the second 

i question, and seven left it unanswered, 
either because they could not think of the 
advice they would give, or they would not 
give any. One cautioned that “advice is 
dangerous.” 


“By all means, go” 

__ The advice reported by 17 can be sum- 
“marized quite simply, “By all means, go;”— 

four used these very words. 

‘The woman whose children had been 
shocked by the police coming for her said 
she would advise, “If you need to go, go. 
It’s a very good hospital. If I hadn't 
a-went, what would of become of me?” 


“Seek consultation” 


Nine would advise seeking consultation 
—five, with a doctor; two, with a psychia- 
trist; one, with a clergyman or a doctor; 
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ity: “Trust in God Almighty. Faith will 
carry you through.” 

Two of these respondents wished they 
had had some advice. “Admission is very 
frightening,” according to one. And the 
other said, “Preparation is necessary. If 
only someone had talked to me I might 
have gone to the hospital voluntarily,” 

Two men and a woman reported that 
they had already experienced advising 
friends about the hospital. The woman’s 
family doctor had called to ask that she 
talk with a patient for whom he was rec- 
ommending hospitalization. All three 
were positive and constructive in their atti- 
tudes toward prospective patients. 


Orientation to hospital life 


Ten would prepare the prospective pa- 
tient for what he might expect in the 
hospital. Prospects mentioned more than 
once included: the locked doors, mentioned 
by five respondents; the need to co-operate 
with personnel, mentioned by four. The 
following were mentioned by one each: 
association with sicker patients, association 
with socially inferior patients and the lack 
of privacy. A schoolteacher would advise, 
“Take books or something else to occupy 
your time.” 


Only sour note 


Only one woman implied that she would 
discourage her friend from entering Spring 
Grove: “If you can go to an open ward, it’s 
not too bad; if you have to go to a locked 
ward, I just wouldn’t go.” 


If you were running Spring Grove, how 
would you change or add to the program to 
make it more helpful to people while they 
are patients there and after they leave? 


One man was not asked this question 
and six women had no suggestions to offer. 
The remaining 38 men and women found 


it a challenging subject and most responded 
in some detail, offering positive comments 
on the current hospital program along with 
their ideas of how it might be improved. 

For the purposes of this report the sug- 
gestions have been grouped in five general 
categories: activities program, food, physi- 
cal plant, personnel and program (aside 
from activities program). In each cate- 
gory an attempt has been made to counter- 
point the unsolicited positive comments 
with the solicited suggestions for improve- 
ment. 


Activities program 

More patients were concerned with the 
hospital’s activities program—recreation, 
athletics, exercise, sports, social events, in- 
dustrial assignments—than with any other 


` single phase of hospital life. Sixteen made 


suggestions in this category. Nine sug- 
gested more activities across the board. 
Four suggested more time out-of-doors. 
Three commented that idleness was bad. 
Occupational therapy, library service and 
chaplaincy service each had two advocates 
of expansion. 

Fourteen patients volunteered favorable 
comments on this same program. Two of 
these attributed their recovery to their in- 
dustrial assignments: “The assignment to 
farm work helped me to get better,” said 
a farmer; and a mature housewife with a 
record of volunteer service in her own com- 
munity said the same of her assignment as 
a nurse’s aide in the infirmary. 

The records are studded with such re- 
marks as, “The activities and social life 
were wonderful;” “The best thing was that 
the hospital keeps the patients busy;” “Rec- 
reation was going on all the time, maybe 
even too much.” One young woman said, 
“There was plenty of entertainment. It 
was really more like a college than a hos- 
pital.” 
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Occupational therapy, a major service 
in the admissions building, came in for 
special praise. “O. T. was the biggest help 
down there,” said an experienced secre- 
tary, and she added, “I’m the kind that 
can’t even darn a sock and I sure was 
pleased with myself at making a pot 
holder.” j 

A young mother told how the crafts sh 
had learned in O. T. helped her over the 
critical period of a penniless Christmas: “I 
helped my husband and son make all our 
own gifts and decorations.” 

A mature businesswoman, the supervisor 
of a large office, showed the interviewer the 
pictures she had painted since leaving the 
hospital: “I took up painting in O. T., and 
have kept it up as a hobby.” 


Food 

The hospital food was the subject of 
suggestions by 13 patients and of positive 
comments by 11 others. This provided ad- 
ditional evidence that even in a public 
psychiatric hospital, one man’s meat is 
another man’s poison! 

Ten recommended that the quality of 
the food generally be improved. Quite 
extreme opinions were expressed: “The 
food was terrible;” “I almost starved—kept 
alive on chocolate bars and cokes;” and, 
“Poor grade food, improperly seasoned, ag- 
gravates the condition of the mentally sick.” 

On the other hand, among the “positive” 
11, the word “fine” was applied to the food 
by four and others used “very good,” “good 
and well-cooked,” and “delicious.” One 
farmer called it “right good grub,” and a 
woman who had transferred to Spring 
Grove from an expensive private hospital 
said the food here was “better and better 
served” than she had become accustomed to. 


Physical plant 
Twelve patients had suggestions regard- 
ing the hospital’s physical plant, four call- 


ing for expansion “so that patients would 
have more room,” and five for such im- 
provements as the addition of doors on 
the toilets, more lavatories and washrooms, 
and “brightening the surroundings, which 
are clean but rather drab.” 

Individual suggestions ranged from elim- 
inating the roaches in one of the continued 
care buildings, to air-conditioning the ad- 
missions service cafeteria. 


Personnel 


Only ten patients made suggestions con- 
cerning staff, although 25 volunteered posi- 
tive comments about personnel in general. 

Seven called for more staff; one calling 
this “the fundamental need. The patient 
needs someone to talk to—an aide or any- 
one.” One called for more nurses, another 
for more doctors, and a third, an intellec- 
tual young man, for more psychoanalysts, 
“because they understand neurotics better.” 

Kindness was the staff quality most fre- 
‘quently remembered—by six patients. 

_ Other adjectives used were “considerate,” 
“good,” “fine,” “wonderful.” One thought 
that staff “do as well as they can;” and an- 
other, with rosier glasses on her memory, 
said, “Spring Grove is very well-run. It 
is clean and pleasant and in capable hands.” 

Two mentioned that they had had ade- 
quate staff attention and service and one 
said that she had seen her doctor three or 
four times a week. 

Physicians were referred to as “fine,” 
“lovely,” “wonderful,” “most helpful,” and 
“brilliant;” but the most glowing comments 
were reserved for nursing service: “lovely,” 
“very good,” “just wonderful;” “so kind, 
courteous and helpful;” “so good and neat 
and clean.” One timid girl remembered 
the nurse who had won her confidence as 
“an angel, kind but firm.” 

The one who commented especially on 
the help she had had from the “social 
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welfare worker” was a woman whose hus- 
band was a helpless invalid and whose son 
was placed in a foster home by the welfare 
department when she came to the hospital. 
The hospital social worker had arranged 
for her to keep in touch with her little 
boy by exchanging letters and visits. 

In all 45 interviews only three negative 
comments were made about personnel, a 
rather remarkable record when it is realized 
that the admissions staff are responsible for 
130 new patients each month and work 
under unremitting pressure. One criticism 
was mild; the office supervisor, accustomed 
for many years to bossing her own baliwick, 
considered the ward personnel “a little 
flip.” 

Another was made by the man who had 
had, of all the group, the worst experience 
in the continued care service. He said 
that “the lower echelons” were “not of de- 
sirable caliber,” and he added that he had 
observed in some attendants symptoms he 
would expect to find only among patients. 

The third was the timid girl to whom 
one nurse was “an angel.” She had had 
the misfortune of entering the hospital 
over a holiday week end when staff was at 
a minimum level and she had painful mem- 
ories of her reception on the locked ward: 
“Nobody explained anything to me. And 
when I told the nurse I just had to see my 
husband. again, she got mad and told a 
male attendant to put me in an isolation 
room. I was so scared in there I’m sure 
I got sicker. I felt like a helpless animal 
in a cage.” 


Program—other than activities 

Among the program recommendations 
made by these former patients, the one that 
recurred most frequently referred to more 


segregation of patients by age OY degree 


of illness—this mentioned by eight re 
spondents. Three had been appalled by 


: 


- vently agree. 


the housing of children with adult patients 
and called for special children’s quarters, 
a demand with which hospital staff fer- 
The others felt that the 
soilers and other very disturbed patients 
should be in separate quarters. They com- 
plained of the violence and of the obscene 
language to which they had been exposed 
and of the noise which kept them awake 
at night. One said the very sick patients 
had frightened her because she was so fear- 
ful of becoming like them. 

Five patients suggested more help for 
the families of patients, closer contact 
between them and the hospital staff, more 
time devoted to their orientation. One 
man whose family had been frightened by 
his condition when they visited the day 
of his first electroshock treatment felt that 
they should have been warned and advised 
that his amnesic state was only temporary. 

Five patients suggested improved serv- 
ices to patients before and after hospitali- 
zation: “Tell patients when they're going,” 
said one; “Hospitalization was just sprung 
on me.” Another believed there should be 
“some place for patients to go instead of 
jail.” Others called for expansion of the 
outpatient clinic so that it would be “avail- 
able at all times to all former patients,” 
and for abolition of the word “parole” 
because “it interferes with getting jobs.” 

Only four suggested opening the hos- 
pital doors which still remain locked. One 
specified the doors of the senile wards, and 
another added a reservation—‘“except for 
the few patients who need locked wards.” 

Three respondents wanted better orienta- 
tion of new patients to procedures and pro- 
grams. One of them suggested the equiva- 
lent of a “Big Brother” or “Big Sister” proj- 
ect, with each newcomer assigned to an 
experienced patient. 

Most suggestions made by single respond- 
ents referred to the actual living conditions 
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on the wards: let patients keep their glasses, 
toothpaste, cosmetics; provide proper im- 
plements for meals on the closed wards; 
provide daily showers; let patients mark 
and wear their own clothes; provide a 
better supply of towels and bed linen; give 
patients more time for meals in the cafe- 
teria and reduce the time they must stand 
in line waiting to get in. 

Two suggestions are clearly personal: 

One business man, accustomed to think- 
ing in terms of taxes and the rising cost 
of government, said bluntly, “Run it less 
like a charity hotel and more like a hos- 
pital.” 

A woman who escaped her household 
duties by spending some time each day 
on creative writing said, “Allow more time 
for solitude. They don’t allow patients 
any time to themselves. I was afraid of 
being labeled antisocial because I wanted 
to be alone occasionally.” 

Positive comments in this general cate- 
gory of “program” include some already 
reported. Others not yet noted include 
two positive references to the new medi- 
cations; one to group therapy; one to the 
outpatient clinic; and one to E. C. T. 
(“worthwhile, but a most horrible thing”). 
One man had found the most helpful fea- 
ture of his treatment the group meetings 
held on his ward without professional per- 
sonnel. 


Other patients 

In addition to the man who found dis- 
cussion with other patients most helpful, 
nine other respondents referred positively 
to their peer associates in the hospital. 

“J met wonderful people among the other 
patients and made many friends. Patients 
stick together and help each other more 
than you might think—like they're sisters 
under the skin. They realize they’re all in 
this together.” 
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“I learned a lot from meeting such lovely 
` people in Spring Grove and finding out 
how they got sick.” 

Two of these nine gave other patients 
credit for their own recovery. A farmer 
who had been assigned to kitchen duty 
while still quite confused was eternally 
grateful to the “old-timer” who had gently 
and sympathetically guided him through 
the simple routine. A woman had emerged 
from her psychosis for the first time in 
relation to another patient, “so good and 
kind,” who talked to her and quoted the 
Bible. 


Miscellaneous comments 


Two women, one a school teacher and 
the other the civic leader referred to above, 
expressed the hope that they could interest 

_ their churches in volunteer services to the 
hospital. Said the latter, “I don’t like to 
think about the hospital and don’t even 
feel like visiting it, but the best way to 
forget our own troubles is to help some- 
one else.” 

A professional housekeeper wondered 

_ why people both in and out of the hospital 
seemed to think there was something shame- 

_ ful about being a patient there. “When I 
left, my nurse’s last words to me were to 
forget all about it. I can’t forget; I don’t 
„even want to; and I don’t know why she 
said that.” f 

Another who had had previous experi- 
ences in two excellent private psychiatric 
hospitals felt that Spring Grove had done 
her more good than either. “A psychiatric 
hospital can be too comfortable,” she said. 
“The more comfortable it is, the more diffi- 
cult it is to leave.” 


The “asylum” factor 


Six patients—four women and two men— 
spontaneously referred to the relief they 
had felt on admission to the hospital, after 
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the strain they had suffered during the 
period leading to that critical step. As 
one of them said, “I felt so relieved when 
I came in. Just getting away from home 
helped. That night I slept for the first 
time in two weeks.” The tax-conscious — 
businessman called his hospital experience, 
“the only decent rest in 13 years.” 


Concern for others 


Concern for others was implicit in many 
of the respondents’ comments and answers 
but was explicitly expressed by 10 in answer 
to the third question. Each of these 10, 
should he become Spring Grove's super- 
intendent, would be interested in one or 
more reforms for groups he had observed 
at the hospital, but of which he had not 
been a member—the children, the con- 
tinued care patients, the physically ill in 
the infirmary, the relatives of patients, the 
opposite sex. 


DISCUSSION 


For hospital personnel, perhaps the most 
important finding in this modest little 
study is that—at least for these 45 former 
patients—hospital milieu concerned them 
more than direct psychotherapy; their 
treatment as human beings concerned them 
more than their treatment as patients. Al- 
though other patients, occupational ther- 
apy, industrial therapy, and the tranquil- 
izers were each given credit for their re- 
covery by one or more patients, none gave 
such special credit to classical psychiatrie 
treatment. Doctors and other professional 
staff were “kind,” even “wise,” but no onè 
mentioned therapeutic skill as a memorable 
quality. One patient thought more doctors 
were needed and another called for psycho- 
analysts on the staff, but 13 thought w 
food should be improved, and 16 wanted 
to expand the activities program. 


Another finding has implications for 
mental health association professional and 
voluntary leadership: 38 of these 45 men 
and women (more than half of the original 
sample of 74) seemed to the interviewer 
capable, in varying degrees, of using their 
experiences with mental illness and hos- 
pitalization positively and constructively. 
As members of organized groups equipped 
with effective tools for public education 
and social action, it is believed that they 
could make a contribution to Clifford 
Beers’ (and the MHAs’) mission of chang- 
ing the world of the mentally ill. How 
many thousands or hundreds of thousands 
of others like them there may be no one 
knows, but the mental health association 
which needs informed and active volun- 
teers can find some of them in every neigh- 
borhood within its jurisdiction. 

The process of their recruitment should 
not be too difficult and might be worth 
trying. The state MHA might reach them 
at the hospital through patient publica- 
tions and bulletin boards, at the point of 
leaving the hospital with letters distributed 
by personnel—letters welcoming them 
- home and inviting them to join the MHA— 
and in the community through all the 


New generation of ex-patients 


NILSSON AND KURLAND 


routine channels of communication—news- - 
papers, house organs, radios, and, always 
most effective, word of mouth. 

The fight against mental illness still 
lacks many of the scientific weapons avail- 
able for fighting tuberculosis and other 
physical illnesses. But if the hypothesis 
of the present investigators proves correct, 
it need never lack manpower! 
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WARREN T. VAUGHAN, Jr., M.D. 


Children in crisis 


INTRODUCTION 


As I discuss children in crisis in our cities 
today, I want to develop the idea that the 
crisis we see is not of their making. I 
believe we do have a crisis and that the 
difficulties of children provide a measure 
of the size of the crisis, but the crisis is a 
social and cultural one and has two aspects 
I want to discuss. The first involves changes 
in our social structure and the second in- 
volves the question of values. This crisis 
is made more serious because the public, 
as well as our leaders and opinion molders, 
have failed to appreciate the magnitude of 
the social changes taking place in our so- 
ciety today and the significance of these 
to the needs of children. Secondly, they 


a 
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ing and Research Project for the Western Interstate 
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seem unable to decide that the health and 
welfare of growing children is of more than 
casual, passing interest and concern. 


THE FAMILY CRISIS 


The social aspect of the crisis has to do 
with the family in transition. We are in 
the midst of changes in patterns of family 
living with the disappearance of the self 
reliant, cohesive family of the past, derived 
as it was from a homestead society and econ- 
omy. Our families of today are not bound 
together by economic needs, with each fam- 
ily member, including children, having as- 
signed tasks and responsibilities which con- 
tribute to the economic well-being of the 
family as a whole. Rather, today’s families 
are responding to the demands of extra- 
familial roles in job, neighborhood and 
community activities, with roles related to 
the family enterprise itself quite secondary. 

The executive wife in our managerial 
subculture, the bowling league wife, the 


Little League mother, the den mother, and 
mothers who work for the PTA, the League 
of Women Voters, the church supper, all 
carefully schedule their extrafamilial ac 
tivities on a calendar in the kitchen. In 
the past such carefully scheduled activities 
were weekly chores to be performed and 
various activities determined by the seasons 
of the year. Today the family is “outer- 
directed” rather than “inner-directed.” 
Today we also note the remarkable mobil- 
ity of our families and especially of their 
individual members. The family no longer 
provides a stable, secure social and emo- 
tional home base from which members 
can move out into life. 

Now you must note that I have some- 
how shifted from city to suburban families. 
I have done this because the center of 
gravity of family life has moved to the 
suburbs. And this is one of the problems 
for cities. I cannot dwell on the economic 
problems this raises, the problems of financ- 
ing, of urban decay, of various ethnic and 
subculture strivings in groups of our citi- 
zens who are moving in where others are 
moving out. These are important and 
relevant to our topic of mental health, par- 
ticularly when we consider that there are 
cultural and social class differences in pat 
terns of family living, in educational back- 
ground, in distribution and amount of 
social pathology and mental ill health. 
However, the real problem, I believe, 
among our city families is not that these 
ethnic and cultural differences exist, but 
rather how those of us in mental health 
can devise ways of bringing support and 
aid when needed to family units of what- 
ever ethnic or cultural background. Sup- 
port and aid should be directed not only 
to growing children who need emotional, 
material and spiritual help but also to those 
parents who need help in fulfilling their 
oles as parents. 
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In existence today are many community 
institutions which sometimes take over fam- 
ily functions and parent roles in a subtle 
way. There is a hazard here. I believe 
that they all should really be striving to 
support or buttress the family and only 
when clearly necessary in special instances 
should they in any way take over family 
functions. Some of these institutions are 
the schools, churches, health and welfare 
agencies, the police and child protective 
agencies, psychiatric clinics and other men- 
tal health services. There is a critical need 
for these agencies to develop services which 
can apply the vast knowledge now available 
about child growth and development and 
the needs of parents and children. They 
should be able to work together to aid 
families to provide what is absolutely best 
for their growing children. In the absence 
of the ability of a family itself to come 
through with what is best, there should ex- 
ist in our society devices to enable society 
to provide suitable alternatives for each 
child. 

The many agencies and institutions in 
our cities are not strong enough to make 
up the lacks in such things as security, love 
experiences, direction, discipline and con- 
trol and identification models. Children, 
who comprise our future adult society, 
live in the midst of a paradoxical situa- 
tion—a life with material comforts and 
perquisites never before known to man, but 
a life with a dearth of meanings, of direc- 
tion, of clear and definite purpose. 


THE CRISIS IN VALUES 


This brings me to the second aspect of our 
crisis, the crisis which is affecting the mental 
health of children about us every minute 
of the day. This is the crisis in values 
which exists today and which we can hardly 
recognize because we are such a part of it. 
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We have thrown away many traditional 
values, probably because they were so in- 
timately related to the highly stratified 
society of our past. Ascribed roles and 
functions and the absolutism of certain 
virtues, have served often in the past to 
justify the continuance of the stratified so- 
ciety. As such, the “Divine right of kings,” 
the notions that parents and employers and 
the gentry were inherently right—and_ by 
definition virtuous and to be followed and 
emulated—had a place in maintaining the 
stratified society. These ideas have gone 
with our rush toward a bright new world 
for all our citizens. As many find them- 
selves with new status and new material 
comforts, however, they are having diffi- 
culty in placing the family and children in 
the center of their scheme of things. This, 
I believe, applies not only to individuals 
but to our society in general, as the public 
and the important power people in our 
communities are assigning a low priority 
to the needs of children and the needs of 
those who devote their talents and inter- 
ests to work with children. 

One hundred years ago our forefathers 
valued the schoolteacher and accorded him 
‘more status than we do today. When we 
think of the old-time teacher we think of 
the virtues he instilled, the learning he 
drilled into his pupils by the old rote meth- 
ods and the discipline he obtained by the 
seat in the corner, the ruler across the 
knuckles and the strap applied to the rear. 
We often say that we should go back to 
these days and forget all the marvelous 
advances in education which our children 
enjoy today and also forget the fact that 
the troubles of disturbed children of today 
are not those of children 100 years ago. 

The disturbed children of today bring 
their troubles to school with them, troubles 
stemming usually from family disturbances. 
A return to the old-fashioned methods 
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simply will not work. The secure home 
and the mutual agreement between school 
and home on a set of values which may 
have existed 100 years ago—both needed 
to make the old-fashioned approach work— 
simply do not exist today. I suspect that 
the old system, so oversimplified, has been 
gradually abandoned over the years be- 
cause it did not work and not because of 
any subversive influence of John Dewey 
and progressive education. 


I do not believe that the public—you, l 


me and our neighbors—have been placing 
enough importance on the needs of our 
children and of the people working with 
them. Let me offer an example: The San 
Francisco Health Department has a Mental 
Hygiene Division. This is a very small 
operation in comparison to the magnitude 
of the needs of children in trouble. The 
division staff workers can give only limited 
service to certain children. They examine 
children who may be mentally retarded 
and in need of hospitalization. They pro- 
vide some psychological evaluation for the 
public schools. They see some children for 
the Maternal and Child Health clinics. 
They see many needs and, for instance, 
would like to expand their emergency serv- 
ices and to develop psychiatric programs 
for pregnant unwed teenage girls—a great 
need, 

But this is what they stated to be their 
current need in a recent health department 
annual report: “. . . office space for the 
new workers and dictating and transcribing 
equipment so that the time of the profes- 
sionally trained people need not be de- 
voted to writing up cases in longhand.” 
Imagine longhand today with all our mod- 
ern timesaving office equipment! Does the 
community and its leaders view the work 
of this division important enough to en- 
able it to work efficiently? What value 
does it place on the troubled children them- 


selves, the deviants, the failures, the socially 
ostracized, those children with whom the 
clinicians are working every day? I am 
afraid very little, and this is a very impor- 
tant aspect of the crisis which children face 
today in our large cities. Individual peo- 
ple—clinicians, teachers, volunteers and 
others—do place value on some of the chil- 
dren in trouble and devote many hours of 
interest to help them, but our society in 
general is, for the most part, concerned 
with other things. 


CHILDREN IN TROUBLE 


When we view the mental health problem 
as a public health one, we first want to 
know the extent of the problem. Repeated 


studies and the experience of mental health . 


professionals indicate that some 10 per cent 
of our child population is in need of direct 
professional intervention because of mental 
or emotional illness or maladjustment, An- 
other 10 per cent or more are in need of 
special understanding and programming 
in school, neighborhood and at home be- 
cause of inability to function as well as 
they should. Some urban mental health 
studies indicate that as high as 80 per cent 
of the population is blocked in optimum 
functioning because of emotional or mental 
problems. We can only conclude that men- 
tal health problems are endemic and wide- 
spread. I cannot go into details here, but 
will give a few examples. 

For instance, in San Francisco there are 
almost 15,000 children receiving Aid to 
Needy Children benefits. Each of these 
represents a potential mental health prob- 
lem. As many as one in five San Francisco 
children lacks one or more parent, usually 
the father. In 1957-58 there were some 
3,500 petitions for divorce, contrasted with 
_ 6500 applications for marriage licenses. 
And in the same year there were well over 
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1,000 children born out of wedlock in San 
Francisco. All of these children comprise 
populations at risk and as ‘such they should 
have access to special services of a preventive 
nature. 

Other examples of children in trouble 
are those with handicaps. It has been esti- 
mated that there are some 24,000 persons 
in San Francisco suffering from mental 
retardation. At least 5,000 of these are 
school children in need of special educa- 
tion, and San Francisco now has fewer 
than 2,000 children in special education 
programs. Theré are hundreds of children 
with psychoses and other grave mental ill- 
nesses in San Francisco and almost no resi- 
dential treatment or day hospital programs 
for them. 

There are thousands of children with 
serious behavior disorders which are lead- 
ing to antisocial activities and juvenile 
delinquency. There are thousands more 
with neurotic difficulties manifesting them- 
selves in school phobias, learning difficul- 
ties, reading disturbances, speech disorders, 
psychosomatic disturbances and other states 
of maladjustment. All of these troubles, 
if left unattended, will prevent these chil- 
dren from achieving a happy and useful 
adult life. 


A PUBLIC HEALTH APPROACH 


It seems obvious that a piecemeal approach 
to these problems will not work. It is im- 
possible to think simply of developing more 
clinics with treatment programs on a one-to- 
one basis. There will never be enough 
therapists. A public health approach, how- 
ever, can provide a rationale for action and 
this can be developed in San Francisco un- 
der the new Short-Doyle program. 

I want to make several statements and 
observations about the public health ap- 
proach. The first is that it must from the 
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outset involve the total population, par- 
ticularly those key people who are in a 
position to influence public opinion and 
decision making. 

The second is that preventive and treat- 
ment programs must be developed on a 
teamwork basis, involving all the many 
people who can and do influence families 
and the lives of individual family members. 
Mental health professionals are developing 
consultation techniques and other functions 
which are bringing them out of the isola- 
tion of the clinic consulting room and into 
the community. Learning to use their 
skills and knowledge will take time, as it 
will take time for them to fully develop 
the new community-oriented public health 
approach. 

Finally, no new program should be de- 
veloped which does not incorporate re- 
search at the outset. Mental health re- 
search is time-consuming, highly technical 
and expensive. But it alone will pay off 
with dividends for the entire community 
in the long run as it points out new ways 
to identify various populations at risk and 
new ways to approach these to prevent and 
treat mental and emotional disturbances. 

The public health approach envisions 
not only programs designed to promote the 
mental health of all and to prevent specific 
illnesses, but also programs of early diag- 
nosis and prompt treatment and rehabili- 
tation programs to aid those with chronic 
handicapping conditions. 

New directions in psychiatric care itself 
emphasize the following: individualization 
of care, so needed in our long-neglected and 
outmoded mental hospitals; continuity of 
care, recognizing the patient’s need for a 
continued relationship with helping peo- 
ple, and with easy access when in need 
(this has been called the “swinging door 
principle”); a minimum of barriers to psy- 
chiatric care, with help available when need 
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is felt; earlier use of psychiatric services, 
instead of “too little, too late;” moving the 
helping process into the community and 
into the everyday life of the patient. 

These emerging principles can serve as 
guides for the new programs in San Fran- 
cisco. They are now being translated into 
new programs in many places throughout 
the country. Let me mention a few of 
these: mental health screening programs 
for school children; emergency clinic pro- 
grams for school phobias; use of college 
students as volunteer case-aides in child 
guidance clinics; mental health consulta- 
tion services to schools, health and welfare 
agencies; psychiatric treatment programs in 
juvenile courts; group therapy for pre- 
delinquent and delinquent children in 
school and clinic settings; family unit diag- 
nostic and treatment programs; day hos- 
pitals for mentally ill children; nursery 
training centers for preschool retarded chil- 
dren; therapy-oriented group recreation and 
community living programs for deprived 
and delinquent children; and many other 
programs in special education, health edu- 
cation, family life, neighborhood life and 
in industry which have relevance to the 
mental health of families and children. 

Some of these programs have been tried 
in San Francisco. Some are going on now. 
But none, I am sure, have the strength, 
the community involvement and backing 
needed to make them maximally effective. 
Some have failed and the blame for failure 
is seldom attributed to a lack of support 
by the public. The new mental health 
program, however, provides a clear oppo- 
tunity to build community support on a 
broad base. 

At the outset we must squarely face the 
two dilemmas of the crisis: first, the reality 


of our rapidly changing society, with the ~ 


family caught in the middle, and secondly» 
the question of what value we are going to 


place on our growing children and their 
needs, children who are in competition with 
the many other demands and preoccupa- 
tions of the adult world. 

The. mental health association is in a 
unique position to make a frontal assault 
on these two problems. It provides the 
basic organization for community study 
groups, public education and orientation, 
interpretation of needs to the legislature 
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and other official groups. It has leader- 
ship and participation from all areas of 
community life. The mental health as- 
sociation and all of its members are essen- 
tial partners of the community mental 
health program. The success of the as- 
sociation in preparing fertile ground will 
be measured in the years to come by the 
vigor and solidity of yet-to-be-born pro- 
grams of prevention, care and treatment. 
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WILLIAM E. MORRIS, Pu.D. 


Recreation and mental health 


In a previous study by Morris and Jen- 
sen (2) it was shown that a preference test 
could, within limits, predict group and 
individual recreation participation in the 
mental hospital setting. The willingness 
and/or ability to take the test was associ- 
ated with relatively less disorganization of 
thought and a favorable prognosis. Those 
male and female patients who expressed 
higher preferences for active or vigorous 
pursuits had more favorable prognoses 
than those who favored passive or sedentary 
activities. The study to be described fur- 
ther investigated this last point. More 
specifically, if mental hospital patients will 
take part in “athletic” events, is this be- 
havior indicative of a better state of “men- 
tal health?” 


ee ee iS Se 
Dr. Morris is co-ordinator of the Psychiatric Evalu- 
ation Project at the Veterans Administration Hos- 
pital, Salisbury, N. C. 


360 


HYPOTHESES TO BE TESTED 


The number of participants in mental 
hospital athletic-type activities will be in- 
creased if; (1) the event is more easily 
performed or requires relatively less psycho- 
motor skill; (2) the necessary skill is ac- 
quired early in life or is one that is úni- 
versally possessed; (3) the activity requires 
minimal energy output; (4) the event is 
individualistic, i.e., does not require Co- 
operation and/or close contact with others; 
(5) the index of morbidity is relatively less 
or, conversely, if the state of “mental 
health” is relatively higher. 


METHOD 


The chief of recreation has used field days 
consisting of various events as one type of 
hospital activity. All the patients are en- 
couraged to participate and rewards of 
cigarettes, etc., are given to the winners. 


* 


) 


Such an activity seemed ideal for our pur- 
poses. 

There were six events selected for this 
experimental field day: 50-yard dash, sack 
race, softball throw, kickball, three-leg race 
and balloon toss. Some of these events 
may need explanation. The sack race re- 
quires one individual to put both legs in 
a gunny sack (southerners read “tow sac i) 
and hop a specified distance as fast as he 
can. The softball throw was one throw for 
distance. Kickball involved placing a foot- 
ball on the ground (not teed up) and kick- 
ing it as far as possible. The individual 
kicker was free to stand still or take a 
running start. The three-leg race requires 
two individuals to put one leg each in a 
sack and hop a certain distance as rapidly 
as possible, In the balloon toss, a balloon 
is filled with water and left untied. Two 
individuals toss the balloon back and forth 
to one another, trying not to spill any 
water and to back away from each other 
with each toss. The object is to get as far 
apart as possible before the water is lost 
or spilled on one of the contestants. 

Three hundred and seventy-two patients 
took part in the experiment. This sample 
represents 68 per cent of the nongeriatric 
male NP patients who were hospitalized 
at that time (July, 1957). The patients were 
drawn from both acute intensive and con- 
tinued treatment buildings and the vast 
majority of them carried a schizophrenic 
diagnosis. ‘The patients reported to the 
athletic field for the events by ward. Ten 
wards were involved, varying in size from 
20 to 50 patients. At least three recreators 
and two nursing assistants were present 
with the patients to demonstrate the pro- 
cedures and to encourage participation. 
The experiment was completed in less 
than a week. 

Prior to the experiment the chief of 
recreation and the author had ranked in- 
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dependently all six of the events in terms 
of ease, i.e., the event that was easiest to 
perform and/or required the least skill 
was given the rank of I; that requiring the 
most was ranked VI. The two rank orders 
were in complete agreement. 

Also preceding the experiment, two psy- 
chology trainees, two psychologists (includ- 
ing the author) and one psychiatrist, all 
working independently, ranked all the male 
nongeriatric NP wards in the hospital in 
terms of morbidity and chronicity charac- 
teristic of each ward as a whole. The agree- 
ment among the judges was gratifyingly 
high. From the five independent rank 
orders it was possible to select one-third of 
the wards that showed the least pathology 
and one-third showing the most, with no 
judge showing a single misplacement, i.e., 
no judge had a ward placed in one group 
if the other judges had the ward in the 
other group. 

The six events were considered a test, 
with six items on which an individual could 
secure a pass or fail grade for each event, 
ie. if an individual threw the softball at 
all he was scored as participating in that 
event; similarly, even lining up and taking 
a step or two in the 50-yard dash consti- 
tuted participation, Obviously this scor- 
ing system tells nothing of the quality of 
performance but it has the advantages of 
complete objectivity, reliability and ease 
of employment, All the patients’ names 
were on rosters; the nursing assistants sim- 
ply spoke the names of the individuals who 
did not participate, and these names were 
checked on the rosters by clerks and psy- 
chology trainees. Parenthetically, both the 
chief of recreation, on the basis of his past 
experience, and the author ranked the 50- 
yard dash as the easiest event. This rank- 
ing was made because almost every indi- 
vidual has run at some time in his life and 
because the grading system did not de- 
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TABLE 1 
Per cent participation—outdoor field day 


(Total number of patients—372) 


 Shs— sss 


Ward numbers 1 2 3 4 
Number of patients 25 40 36 50 
Event ease 
I—50-yard dash 1 92.0 100.0 66.7 92.0 
I—Sack race 5 64.0 35.0 50.0 260 
I1I—Softball throw 2 92.0 50.0 61.1 200 
IV—Kickball 4 680 40.0 50.0 16.0 
V—Three-leg race 6 640 15.0 333 12.0 
VI—Balloon toss 3 56.0 35.0 55.6 36.0 
Average per cent 
participation 72.7 458 528 33.7 
Average per cent 
participation without 
event number I (5 events) 688 35.0 50.0 220 


mand that energy be expended. In con- 
trast, the sack race, for example, requires 
energy if one is to participate at all. 


RESULTS 


No brief is held for (1) the precision of the 
experiment; (2) the “purity” of any of the 
hypotheses, or (3) the events. Obviously 
there is much overlap and the author has 
been satisfied to show trends and not sta- 
tistically labor the results. All five hy- 
potheses were supported. Table 1 presents 
the material for the first four hypotheses. 


Hypothesis 1: 


The number of participants will increase 
if the event is more easily performed and/or 
requires relatively less psychomotor skill. 
The thing to notice in the table is that the 
consensus rank as to the “ease” of the event 
is perfectly correlated with the number of 
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Average 

per cent 
10 participation 
48 per event 


100.0 75.0 800 229 85.7 83.8 80.9 
40.0 50.0 26.7 1438 57.1 312 36.8 
55.6 90.0 622 286 786 58.3 55.4 
622 85.0 51.1 814 67.9 50.0 47.1 
40.0 40.0 178 229 57.1 16.7 28.5 
88.9 50.0 48.9 343 643 45.8 51.1 
644 65.0 478 25.7 702 462 50.0 
57.3 630 413 263 543 388 43.9 


individuals taking part in that event 
(Rho = 1.00, P=.001). That is to say, 
the easier the event was judged to be the 
greater the number of participants. 

(The reader may wonder about the cor- 
relation between the order in which the 
events were run and the number of partici- 
pants. This relatively high correlation is 
felt to be spurious because this relation- 
ship was negative on one occasion and es- 
sentially zero on the other for two partial 
replications of the field day, with events 
run in differing orders.) 


Hypothesis 2: 


The number of participants would be 
increased if the necessary skill were ac- 
quired early in life or were one that is 
universally possessed. This effect is best 
indicated by comparing event number III 
with event number IV. Everyone has 
thrown a ball at some time or another but 


not everyone has kicked a ball—at least 
not as often—particularly a football. The 
energy required for both events would 
seem to be roughly equivalent. Only two 
of ten wards showed greater participation 
in event number IV. Other comparisons 
supporting this hypothesis will be obvious 
to the reader from the tabled results. 


Hypothesis 3: 


The number of participants will be in- 
creased if the activity requires minimal 
energy output. The two events requiring 
by far the most energy are number II, the 
sack race, and number V, the three-leg 
race. The average per cent participation 
per event column will show that these two 
activities did indeed attract the fewest 
participants. Inspection of the individual 
ward performances shows the relatively 
low standings of these two events if the 
wards are considered separately. 


Hypothesis 4: 


The number of participants will be in- 
creased if the event is individualistic, 1¢., 


Recreation and mental health 


MORRIS 


does not require co-operation and/or close 
contact with others. This effect can best 
be shown by comparing event number 
II with number VI, and event number IL 
with number V. That is, there were fewer 
participants in the balloon toss than in 
the softball throw and, rather consistently, 
fewer performers in the three-leg race than 
in the sack race. 


Hypothesis 5: 


The number of participants will be in- 
creased if the degree of psychopathology is 
relatively less or, conversely, if the state of 
mental health is relatively higher. (The 
selection of the least pathological one-third 
of all the wards and most pathological has 
been described previously—see “Method” 
section above.) Table 2 presents the com- 
parisons between these two groups of 
wards. 

You will notice that the wards consid- 
ered by the judges to be in “better con- 
dition” showed higher participation in each 
of the six events. A one-sided binomial 
expansion test of this relationship gave a 


TABLE 2 
Outdoor field day comparisons 
Top 8rd (G*) versus Bottom 3rd es) 
*G (N=93 +e P(N=143) 
Boise j h cent Numberof Percent Corrected Chance 
Event participants participation participants participation chi squares probability 

I—50-yard dash 84 90.3 122 a on itt 
TI—Sack race 44 47.3 40 rae a Re 
I—Softball throw 55 59.1 66 Bae dae oe 
Tie s HE p 15. 4 23. 8 ‘00001 
eee Shr bes A = 43.4 19.0 .00001 
VI—Balloon toss 68 73.1 62 f ra 


64.0 


— 


60.5 42.3 


Averages 59.5 


* G = Consensus: 3 least pathological wards. 


** P — Consensus: 3 most pathological wards. 
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P value of .016. (This point will be fully 
developed in another paper but at this 
time it can be pointed out that the more 
pathological group was drawn from con- 
tinued treatment buildings where the turn- 
over rate is low. The other group came 
from privileged wards and acute-intensive 
treatment buildings where the prognosis 
for early hospital release is very favorable.) 

For the bottom one-third of the wards 
the correlation between number of par- 
ticipants and the judged ease of the event 
is again perfect (Rho = 1.00). This cor- 
relation for the top one-third of the wards 


` becomes .83. Events III, IV and VI reverse. 


The participation-per-event relationship be- 
tween the two groups, however, is high 
(83). The table also presents the corrected 
chi square values for the separate events, 
together with the chance probability or P 
value. Four of the six individual chi 


_ Squares are highly significant from a sta- 


tistical standpoint. It is readily apparent 
that the most discriminating events, favor- 
ing the least pathological wards, were vig- 


_ orous activities and co-operative events. 


_ The over-all participation of the more 
disorganized group is still creditable. Such 
patients can successfully engage in very sim- 
ple activities. The complexity of an ac- 
tivity should be carefully related to the 
degree of illness of the patients asked to 
participate. In this connection the reader 
will note that the difference between the 
two groups is shown primarily by the dis- 
crepancy between the per cent of patients 
participating. The more complex, ener- 
getic and novel events do in fact discrimi- 
nate best and favor the ward group showing 
the lower morbidity index. But the draw- 
ing power of the events themselves is mod- 
erately constant throughout all wards, This 
can be shown statistically by a Kendall co- 
efficient. 


Using the ward averages, the over-all cor- 
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relation between the per cent of patients 
taking part from each ward and the events 
per se is .65, with a P value of less than .01, 
This would suggest that the difference be- 
tween the two groups is, for the most part, 
quantitative, 


DISCUSSION 


Approximately 27 months after this ex- 
periment—using 107 male patients drawn 
predominantly from the most pathologi- 
cal wards in Table 2—a field day of seven 
events was held in the gymnasium. Four 
of the five previously stated hypotheses 
were again supported. The one which 
Was not was number five, which had to do 
with co-operation; i.e. on this occasion 
there was no difference in the number of 
participants in individual events and co- 
operative when the amount of energy, 
skill, etc., required were roughly equated. 

With this field day the correlation be- 
tween the order of the event and the num- 
ber of participants was negative (Rho = 
—.64). The conditions, too, were some- 
what altered. The patients came to the 
gymnasium in smaller groups; there were 
more recreators and nursing assistants for 
each group; and there was much more en- 
couragement by staff to get the patients to 
participate. It may be that for measure- 
ment purposes, the encouragement given 
patients to participate should be minimal, 
but for motivating patients, smaller groups 
and a more favorable staff/patient ratio 
would be desirable. Some support for 
this can be obtained by studying the out- 
come for the only two events common to 
both field days. Combining the sack race 
and three-leg race for the more pathologi- 
cal wards in the outdoor field day gives an 
average of 21.7 per cent participation. This 
figure was increased by 18 per cent to 39.7 
per cent for the same two events indoors. 


"= 


If participation in recreation is one good 
measure of mental status and if participa- 
tion is prognostically significant, it would 
seem that the problem of most importance 
is motivational. How do we increase the 
number of participants and how get opti- 
mum involvement? One way would be 
to teach basic skills. The psychomotor in- 
eptitude of many of our patients is striking 
even when executing a simple softball 
throw. Much more work should be done 
by recreation workers in this area. 

For some time the author has been 
interested in a group of patients who 
show considerable psychopathology to any 
trained observer; yet they actively par- 
ticipate in sports activities. Throughout 
this paper the terms “psychopathology” or 
“morbidity,” and (lack of) mental health 
have been used as though they were synony- 
mous. This may not be justifiable. It 
would seem that participation in recreation 
may be more directly related to mental 
health than it is to the absence of mental 
disease; i.e., there may be substantive dif- 
ferences which would imply two continua. 
Jahoda (1) states: “Yet, the idea that men- 
tal health and mental disease are quali- 
tatively different seems to gain currency 
with many professional persons. - - - As- 
suming that health is qualitatively differ- 
ent from disease, the extreme pole of sick- 
ness would be absence of disease; of health, 
absence of health, Such a view enables 
one to conceive of patients with healthy 
features, nonpatients with sick features.” 

According to this view, good participa- 
tion in recreation would be a healthy fea- 
ture prognostically and otherwise even if 
symptoms of mental illness were present. 
An individual could have the vital energy 
available and channelized and the motiva- 
tion to play a good game of volleyball, but 
still entertain the delusion that TV waves 
Were poisoning his food, For him the 
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game play would be a positive sign of 
health, even though he was diagnosed as 
a paranoid schizophrenic. We sce ex- 
amples related to this every day. The most 
delightful dancing partner may be diag- 
nosed as arthritic and, I’m certain, dancing 
is a more favorable sign than watching 
from the sidelines or sitting at home. 

The fundamental difference between the 
two groups of Table 2 then becomes quanti- 
tative; ie, on the single continuum of 
mental health—absence of mental health. 
The group labeled “least pathological” 
(disease) would now be more properly 
titled “the group with the higher index of 
mental health.” 

It will be apparent that grades in recre- 
ation and changes in participation have 
potential value for ward physicians and 
others interested in patient welfare and 
mental status. 


SUMMARY 


Three hundred and seventy-two predomi- 
nantly schizophrenic patients took part in 
an outdoor field day consisting of six events. 
It was shown that the number of partici- 
pants decreased as the events demanded: 
(1) greater expenditure of energy; (2) co- 
operation among patients; (3) more com- 
plex skills; (4) activities with which many 
patients had little or no past experience. 
It was further demonstrated (5) that the 
per cent of participation of the patient 
groups could discriminate between a group 
of wards showing a high average morbidity 
rate or degree of psychopathology and/or 
chronicity and wards with a lower mor- 
bidity index and less chronicity, 

The best discrimination between wards 
is probably made in terms of; (1) the en- 
ergy requirement of an event; and (2) the 
skill requirement. A partial replication of 
the field day was discussed and all but one 
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of the original hypotheses were supported. 
Potential usefulness of recreation measure- 
ments to hospital personnel was mentioned 
and it was postulated that good participa- 
tion in recreation was related to “mental 
health” and was a favorable prognostic 


sign. 
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LA VERNE F. IRVINE, PH.D. 
S. JOEL DEERY III, B.A. 


An investigation of problem areas 


relating to the therapeutic 


community concept 


Much recent thought and investigation has 
centered on the mental hospital organiza- 
tion and community as it relates to the 
problem of making mental hospitals more 
therapeutic for the patient (5). We are 
again undertaking reforms and attempting 
to redesign the social-psychiatric structure 
of the mental hospital under such new 
names as the “therapeutic community” and 
the “open hospital” (2). 

It is not yet entirely clear what people 
mean by the term “therapeutic commu- 
nity.” One recent publication with this 
title included papers referring to changes 
and specific programs in the hospital and 
considerations of the work and family 
adjustment of mental patients upon their 
return to the community (3). When we 
use the term therapeutic community, we 
are often speaking of different things (10). 
It is not yet known what type of commu- 
nity is therapeutic for what type of patient, 


and there remain many unanswered ques- 
tions with respect to the therapeutic com- 
munity concept. Continued efforts will be 
necessary to further define and clarify the 
term. 

Ten principles were formulated to clarify 
the meaning of the therapeutic community 
concept and simultaneously specify prob- 
lem areas to be used as guidelines for an 
investigation of a ward development pro- 
gram at South Carolina State Hospital.? 
The investigation was conducted six 
months after a detailed plan prescribing 
the operation of the ward had been put 


Dr. Irvine is a social psychologist at the South 
Carolina State Hospital, Columbia, S. C. Mr. 
Deery was formerly a research assistant at the 
same institution. 

1 Jay G. Butler, Ph.D., Malcolm D. Gynther, Ph.D., 
and La Verne F. Irvine, Ph.D. formulated the 10 
principles discussed in the present article. 
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into effect. Relevant information on atti- 
tudes and impressions was obtained from 
the aides who were participating in the 


` ward development program. 


During the months of November and 
December, 1958, four one-hour interviews 
involving free response type questions were 
conducted with each of the 16 female nurs- 
ing aides? The aides varied in age from 
21 to 52, with a mean age of 36.7 years. 
Seventy-three per cent of the women were 
married. Of the remaining four persons, 
two were divorced, one separated, and an- 
other unmarried, The formal education 
of the aides ranged from the third year of 
elementary school through high school, 
-with a mean of 9.2 years of education. The 
mean length of employment at the hospital 
was 8.6 years. One person had worked at 
the hospital approximately one year, while 
another had been employed for 25 years. 


THE PRINCIPLES AND FINDINGS 


I. Patients and staff should be given an 
initial orientation on what. the hospital ex- 
pects of them. The aides recalled a total of 
74 different mentioned items. These con- 
cerned their work at the time of their 
initial orientation, when joining the hos- 
pital staff. Only six of the duties were 
mentioned in common by 25 per cent or 
more of the aide group. These duties 
were keeping the ward clean (50 per cent), 
seeing that patients were fed (31 per cent), 
bathed (56 per cent), neat in personal ap- 
pearance (25 per cent), and received medi- 
cations (44 per cent). 
Several aides indicated that the impor- 


2The present investigation was part of a larger 
project supported by a five-year grant from the 
National Institute of Mental Health for the pur- 
pose of establishing a therapeutic community and 
a multidisciplinary treatment, training and research 
setting. 
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tant learning had occurred on the ward, 
and information omitted at the time of the 
initial orientation was later covered by a 
helpful charge nurse or member of the 
ward nursing staff. Several aides indicated 
that they would have liked additional in- 
formation concerning the operation of the 
hospital as well as information concerning 
patient diagnosis and behavior, work re- 
quirements and methods of work with 
patients. 

Il. Persons in positions of authority 
should assist subordinates in clarifying pol- 
icies, resolving problems, and supporting 
patient-oriented views and actions and 
should be available as much as feasible. 
All 16 aides felt their supervisors were 
helpful in clarifying policies and proce- 
dures, particularly those concerning the 
use of medication and the status of specific 
patients, with respect to privileges. Super- 


visors were also considered helpful in assist- 


ing in the care of specific patients. 

Fifteen aides (94 per cent) indicated that 
supervisors helped in resolving problems 
on patient management and care as well 
as problems occurring among members of 
the nursing staff. Thirteen aides (81 per 
cent) felt their supervisors were available 
for assistance when necessary, although 
several aides regarded conferences and 
meetings as interfering factors which kept 
supervisors from being available on the 
ward, 

Ill. Staff members’ basic duties should 
be well-defined so that these duties may be 
known to relevant others. The aides’ con- 
ceptions of the duties of other ward per- 
sonnel tended to follow conventional lines. 
Of the different duties mentioned for the 
ward physician, only four were mentioned 
by 25 per cent or more of the aide group. 
These duties were as follows: Makes rounds 
(50 per cent), prescribes medications and 
treatment (44 per cent), talks with patients 
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(44 per cent), and gives physical examina- 
tions (25 per cent). Of the duties men- 
tioned for the nurse, only four were men- 
tioned by 25 per cent or more of the group. 
These duties were as follows: Makes rounds 
(44 per cent), assigns staff to the wards (31 
per cent), sees that orders of the ward 
physician are carried out (31 per cent), and 
spends time with the patients (31 per cent). 
Duties which were part of the new roles— 
such as participating with the treatment 
team in developing therapeutic programs 
—tended not to be recognized as part of 
the duties for the physician or nurse. 

IV. Ways should be developed to clarify 
confusion and resolve conflict between de- 
partments. Although ten aides (62 per 
cent) denied the existence of confusion or 
conflict between departments, their com- 
ments suggested either that the question 
was misinterpreted or that they were sim- 
ply reluctant to talk about this topic. The 
latter explanation seems appropriate in 
view of the following comments: “I don't 
know of any because I haven't been in- 
volved in any squabbles; there is pretty 
much agreement around here; I keep my 
nose out of other peoples’ business so I 
don’t know about this.” “Don’t know of 
any and I don’t want to talk about this.” 
“I have worked in a lot of different build- 
ings and haven't noticed any.” “If there 
is, I don’t know anything about it.” 

Aides who commented on existing com 
fusion and conflict attributed the dificul- 
ties to: not knowing what to expect from. 
other persons working on the ward; dis- 
„agreement among staff members about job 
duties; instructions which differed from 
earlier instructions or inconsistent with 
what aides had been previously taught; not 
knowing one’s job duties; inadequate com- 
munication; lack of comprehension con- 
cerning group therapy; uncertainty about 
what is expected. 
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Suggestions offered to help alleviate the 
confusion and conflict existing in connec- 
tion with the ward’s development were 
essentially requests for the staff and co- 
ordinating departments to collaborate in 
the development of policy, procedures and 
routines, and make clearer statements on 
what was wanted and the goals to be ac- 
complished. It was also suggested that 
one’s own job duties and the responsibili- 
ties of other personnel should be clearly 
specified. 

V. The staff needs to evaluate its prac- 
tices and procedures periodically to 
measure its effectiveness and see whether it 
is in keeping with over-all goals. Thirteen 
aides (81 per cent) felt that the nursing 
staff was effective in its work with patients. 
The remaining aides felt the nursing staff 
was effective only part of the time or as 
much as was possible, considering the 
limited time nurses could spend with pa- 
tients. Seven persons (44 per cent) felt the 
nursing staff could be more effective if 
more time could be devoted to talking with 
patients and to getting them interested in 
playing games. It was also suggested that 
it would be helpful if the aides had definite 
duties and regular assignments. 

The aides used the following indices as 
evidence of patient growth and nursing 
staff effectiveness: increased coherency in 
the patient’s speech; increased interest in 
personal appearance, therapy and activi- 
ties; interest in ward work; interest in as- 
sisting as well as spending time with fellow 
patients. 

VI. Patients and staff must be able to 
see who is boss and know what he expects 
of them. The charge nurse (or a nurse dele- 
gated charge responsibility) was regarded 
by all aides as the aides’ supervisor. The 
fact that the charge nurse seems to have 
been regarded by the aides as their sole 
supervisor seems to have been a partial ex- 
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planation for difficulties experienced by 
the nursing co-ordinators who had been 
assigned to the ward development project. 
The nursing co-ordinators had been as- 
signed to assist in redefining the nursing 
role, but they did not have a clearly defined 
position in the ward and hospital’s au- 
thority hierarchy. 

The aides felt their supervisor expected 
them to: give medications (mentioned by 
75 per cent of the group); see that patients 
receive and eat their meals (75 per cent); 
bathe patients (56 per cent); carry out or- 
ders of the charge nurse (38 per cent); re- 
port changes taking place in the patient 
(25 per cent). Other duties mentioned con- 
cerned routine tasks such as counting pa- 
tients and keeping the ward clean. 

VII. Patients must be able to communi- 
cate their problems, suggestions and ideas 
to someone who will listen and make a 


decision. Five aides (31 per cent) felt that- 


patients had opportunities to share their 
problems with members of the staff. The 
remaining aides (69 per cent) qualified 
their responses or simply indicated that 
such opportunities were not available for 
patients. The latter indicated that they 
did not have sufficient time in their routine 
to talk with patients or at times when pa- 
tients wished to talk, it was not convenient 
for the nurse to stop her work. 

Eight aides (50 per cent) felt that patients 
had opportunities to communicate their 
suggestions and ideas to members of the 
staff, while six aides (38 per cent) qualified 
their responses by saying that patients had 
some opportunity to share their sugges- 
tions with the staff. Two persons (12 per 
cent) stated that patients did not have the 
opportunity to communicate suggestions 
and ideas to the staff. 

Only two of the aides (12 per cent) ex- 
pressed the belief that the patients had 
confidence that consideration would be 
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given to their problems or suggestions after 
they had been shared with members of 
the staff. Seven aides (44 per cent) stated 
that they did not know if patients pos- 
sessed such confidence, while five persons 
(31 per cent) gave qualified responses 
which indicated that they felt “some” pa- 
tients had this confidence or only “some- 
times” did patients feel their problems 
and ideas would receive consideration. 
However the comment was also made that 
patients who were sufficiently well did 
have such confidence. 

VIII. Patients should be given respon- 
sibilities in line with their abilities for 
handling them. One-half of the aide group 
indicated that patients had opportunities 
for assuming responsibility. The remain- 
ing aides indicated that “some” patients 
had such opportunities or “at times” pa- 
tients have such opportunities, It was ap- 
parent from the responses that many of 
the opportunities for patients to assume 
responsibility were associated with ward 
work or assisting in the care of fellow 
patients. Along with the suggestions that 
patients could assume responsibility for 
self-care, care of others or participating in 
ward work, it was stated that patients 
could be assigned to jobs. It was also sug- 
gested that nursing personnel could work 
along with patients as well as try to show 
them that assuming responsibilities helps 
to prepare them to go out into the world. 

IX. Patients must see approval and dis- 
approval consistently applied. Three aides 
(19 per cent) felt that the staff was not con- 
sistent in its expression of approval and, 
disapproval of patient behavior, while one 
person indicated that she had no knowl 
edge of the staff’s consistency. Twelve aides 
(15 per cent) gave some response of an 
afirmative nature, indicating that they felt 
the staff was consistent in its expression of 
approval and disapproval. 


N 


Problem areas relating to therapeutic community concept 


Ways in which aides expressed approval 
concerning patient behavior were by telling 
a patient that she had behaved nicely (57 
per cent), had done her job well (31 per 
cent), Or what she had done was appre- 
ciated (25 per cent). Approval was also 
expressed by offering encouragement for 
positive behavior, permitting patients to 
assist when offering their services, asking 
assistance from patient who had previously 
done a satisfactory job, and rewarding pa- 
tients with candy, gum, or cigarettes. 

Disapproval was expressed verbally as 
well as by placing a patient in a pack or 
in a seclusion room, being abrupt with the 
patient, not seeking a patient’s assistance, 
not rewarding or giving a patient items 
which were wasted. 

Suggestions which were made to increase 
staff consistency in the expression of ap- 
proval and disapproval emphasized the 
necessity for the staff to work together and 
to be impartial in judgments relating to 
patient behavior. It was also felt that a 
better understanding of patient behavior 
would result in all members of the staff 
seeing this behavior in the same way- 

X. Patients should have places to call 
their own so that they can attain privacy 
and occasionally retire from interpersonal 
relations. Fifteen aides (94 per cent) felt 
there were times when patients liked to 
have privacy—when bathing (mentioned 
by 56 per cent of the aides), when dressing 
(31 per cent), or reading (25 per cent). It 
was also felt that patients liked privacy 
when writing letters, entertaining visitors, 
retiring, or attending to personal needs 
and when not feeling well. Ten aides (63 
per cent) felt that it was desirable for pa- 
tients to have occasional opportunities for 
withdrawing from interpersonal relation- 
ships and to have areas where they could 
be alone to think, to “take stock” of them- 
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selves as well as to relax, away from the 
distractions and noise on the ward. 

The aides felt that patients attempted 
to satisfy their needs for privacy by creat- 
ing a disturbance so that they would be 
placed in a seclusion room (mentioned by 
56 per cent of the aides). The aides also 
felt the patients sought privacy by seeking 
permission to lie down in a private room 
(44 per cent), finding someplace to sit by 
themselves (56 per cent), lying on the bath- 
room floor (25 per cent). 


DISCUSSION 


Before discussing the research findings, it 
should be pointed out that participation 
in research activity is a new endeavor for 
some members of the hospital staff. Some 
aides were anxious during interview ses- 
sions despite efforts to make them feel com- 
fortable and at ease. In several instances 
following the completion of the interviews, 
the interviewer was approached by an aide 
who expressed regret for having been un- 
able to recall some item of information 
which was recalled later. Therefore the in- 
formation presented here should be inter- 
preted in the light of difficulties in obtain- 
ing information from persons who were 
somewhat uncomfortable as research sub- 
jects and who possessed limited comprehen- 
sion concerning research goals. 
Long-standing mental hospital policies 
and traditions are now being challenged 
and modified, and we are increasing our 
understanding of the hospital as a social 
system (5, 9). Hospital goals are being €x- 
panded to increase the hospital’s thera- 
peutic effectiveness and the satisfactions of 
both patients and staff. The 10 principles 
offered here were formulated to clarify the 
meaning of the therapeutic community 
concept and to specify problem areas need- 
ing attention in order to implement. the 
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creation of a social environment which pre- 
sumably would have therapeutic effects on 
the patient. The research findings concern- 
ing the principles will now be discussed 
briefly with respect to the following topics: 
orientation, tension release and problem 
solving, organization, aide participation, a 
shared frame of reference, and physical 
structure, 

Orientation. If our goal is to develop 
therapeutic communities with the aim of 
remotivating and rehabilitating the mental 
patient, it would seem essential to offer 
aides-an orientation stressing the impor- 
tance of participation in aide-patient re- 
lationships as an essential and legitimate 
aspect of the nursing role. (See Principle 
‘I findings.) 

In addition, the initial as well as con- 
tinuing orientation programs can assist in 
specifying and clarifying the new duties 
associated with the new nursing role, for 
in the present study aides were found to 
hold rather stereotyped conceptions con- 
cerning the duties of both the nurse and 
the physician. (See Principle III findings.) 
_ Tension release and problem solving. It 
seems inevitable that some confusion will 
occur in any development program where 
changes in roles are occurring. The aides’ 
anxiety and reluctance to offer construc- 
tive criticism, as well as the lack of ade- 
quate means for channeling constructive 
criticism into decision-making bodies, is 
no doubt one factor contributing to the 
status quo of the large mental hospital. 
(See Principle IV results.) In bringing 
about and maintaining new Policies, the 
fears and anxieties of the staff must be 
understood and media provided for ex- 
pressing feelings, resolving tensions and 
participating in appropriate learning ex- 
periences (4). 

Organization. Principles relating to 
good organization stress the necessity for 
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clear lines of authority, with responsibility 
always coupled with corresponding au- 
thority (7). The present findings as well as 
suggestions offered by the aides indicate 
the importance of clearly specified job 
duties and responsibilities which are in turn 
related to clearly stated goals concerning 
the ward’s functions and development 
goals. (See Principle IV findings.) Co-ordi- 
nation is an essential condition contrib- 
uting to an organization's effectiveness, 
Successful co-ordination is itself a function 
of a clearly defined organizational struc- 
ture in terms of clearly specified job duties, 
responsibility and authority. 

Aide participation. One finding con- 
cerning Principle VII implied that some 
aides did not regard social interaction with 
the patient as a significant aspect of their 
role, This may partially be due to the fact 
that the person seen by the aides as their 
supervisor was most likely to be helpful in 
helping them resolve the routine types of 
problems rather than in stimulating aide- 
patient relationships with the goal of re- 
motivating the patient. (See findings re- 
lating to Principles II and VI.) Aide 
development programs have increased the 
aide’s participation and involvement in 
the interpersonal sphere by assigning them 
as group leaders for small groups of pa- 
tients (1). 

One would expect that such programs 
create more interpersonal involvement on 
the part of the aide and that she is, in 
addition, stimulated to develop opportu- 
nities for the patient to assume responsi- 
bilities in carrying out meaningful tasks. 
(See Principle VIII results.) Such programs 
should also offer some assurance to the pa- 
tient, as well as to the aide, that he has 
opportunities to communicate his prob- 
lems and ideas to a representative of the 
staff. (See Principle VII results.) i 

A shared frame of reference. Despite 
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the fact that aides have guides for assessing 
the effectiveness of their work, there is need 
for the development of a shared frame of 
| reference. (See Principle V results.) This 
frame of reference must necessarily encom- 
pass goals of the therapist and treatment 
team relative to a treatment program for 
rehabilitating the patient. At the time of 
the investigation, the acting out behavior 
of a patient—which was taken as evidence 
for growth and tension release by the thera- 
pist—was often regarded by the nursing 
staff as regressive behavior, indicating that 
the patient was more disturbed than form- 
erly. The need for a shared frame of ref- 
erence is further evident from the findings 
relating to the aides’ expressions of ap- 
proval and disapproval concerning patient 
behavior. 

The findings relating to Principle Ix 
suggest that the modes of expressing ap- 
proval and disapproval are a function of 
the individual aide’s attitude and for the 
Most part they are not based upon a 
planned program for meeting the indi- 
vidual patient’s needs. Clarification con- 
cerning the ways the nursing staff can €x- 
press approval and disapproval of patient 
behavior as well as a recognition of the 
value of such expression in altering and 
reinforcing patient behavior seems essen- 
tial in any program intended to rehabili- 
tate patients. 

Physical structure. Many of the aides 
recognized the patient's need for privacy: 
(Sce Principle X.) Unfortunately the tradi- 
tional hospital structure, along with the 
Overcrowding of patient populations, has 
not permitted physical arrangements 
whereby the patient can at times enjoy soli- 
tude or privacy when visiting with fellow 
patients. More recently, thought has been 
given to hospital and ward design in re 
lation to its effects on the patient and 
its contributions to treatment goals (6, 8)- 
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SUMMARY 


Ten principles were formulated to clarify 
the therapeutic community concept and 
to specify problem areas which were subse- 
quently investigated in a ward develop- 
ment program. The investigation was 
limited to attitudes and impressions of 16 
female aides, with research data being 
obtained during four one-hour interview 
periods. The findings were presented for 
each of the 10 principles and were briefly 
discussed with respect to six areas believed 
to need consideration in order to further 
implement the development of a thera- 
peutic sociopsychological environment. 
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The interpersonal dimension in 


international technical assistance: 


Statement of a problem 


INTRODUCTION 


The object of this paper is to examine 
briefly an aspect of technical assistance 
work which has tended to receive little 
systematic attention in the past. The focus 
is on some aspects of the interpersonal rela- 
tions which are fundamentally a part of 
the many different kinds of technical as- 
sistance work and which at present appear 
to require further study. 

The process of technical assistance, as it 
has occurred in foreign aid programs to un- 
derdeveloped areas, has largely been an edu- 
cational effort by which economic, social, 
cultural and technological growth is en- 
hanced. It has also often been seen as a 
political process reflecting foreign policy 
action, and more recently the social sciences 
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of anthropology and sociology have been 
used increasingly to enlarge the effective- 
ness of education through technical as- 
sistance. Technical assistance is normally 
a multidisciplinary effort requiring the 
combined contributions of several sciences 
and professions. Those scientific disci- 
plines concerned with the psychological 
aspects of interpersonal relations, however 
have had less direct opportunity to con- 
tribute to technical assistance programs: 
Consequently, the interpersonal problems 
usually associated with technical assistance 
work have received less systematic research 
attention than is warranted by the impor 
tance of these problems. 

Technical assistance, which involve 
interchange of ideas among people, 1 
highly complex interpersonal transaction: 
Its eventual degree of successful tena 
tion will depend upon how the interpa F 
sonal relations between a technical cor: 4 


s the 
is a 


sultant and recipient are initiated and 
subsequently managed by both, Looking at 
the matter as a whole, these generic hu- 
man relationships are an integral part of 
the entire complex system of forces and 
events which make up a program of tech- 
nical assistance. The operational problems 
associated with enhancing the growth and 
success of the system are also governed in 
part by the social and cultural differences 
between the consultant and recipient, a 
fact which in turn further increases the 
need for a successful way of coping with 
interpersonal problems because the latter 
are functionally interdependent with the 
former. 

It is useful for comparative reasons to 
know that technical assistance programs 
are numerous and vary widely in type and 
scope, Some are local and regional while 
others are national and international. The 
term technical assistance denotes a variable, 
but common, process. Our interest here 
is only upon international technical as- 
sistance programs which involve cross-cul- 
tural activities, although this discussion 
May in some respects apply to the others 
as well. At the international level, agri- 
cultural, industrial, health and welfare, 
educational and others are currently in 
Operation. Sharp (23), who provides a 
number of examples, has outlined six aus- 
Pices for international technical assistance 
programs; namely, voluntary nonprofit 
agencies, business and industrial organiza- 
tions, multilateral organizations such as the 
United Nations, colonial and dependent 
arca types, services provided by individual 
contractors and intergovernmental auspices 
Such as the Point Four program sponsored 
by the United States. Under every such 
Program, whether the objective is a new 
health plan or service in an Indian village 
or agricultural reform in the Near East, 
| final, over-all success is in some direct meas- 
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ure a function of successful relationships at 
an interpersonal level, as well as a function 
of economic, cultural, technological and 
educational factors. 


CURRENT TRENDS IN THE 
LITERATURE 


Literature bearing on cross-cultural rela- 
tions and economic and technical assistance 
seems consistently to avoid definitive treat- 
ment of the specific area of interpersonal 
relations in technical assistance programs. 
While human relationships do receive men- 
tion and are discussed as important, ex- 
tensive systematic studies about the under- 
lying psychological processes which directly 
govern success and failure in technical as- 
sistance could not be found. Very little 
mention is made of the functional, behav- 
ioral links which connect our knowledge of 
socio-cultural variables with the concrete 
interpersonal relations in the specific op- 
erational way which suggests tried and 
tested human relations techniques are now 
available for use in the field. 

Actual behavioral guides, supported by 
data from cross-cultural research, are not 
reported, Some suggestive material in the 
form of case histories of cross-cultural 
health programs is available in a book by 
Paul (17). A book by Hall (12) is an in- 
sightful analysis of cross-cultural communi- 
cation, and it discusses in length the non- 
verbal behavioral skills which are often the 
true determinants of successful cross-cul- 
tural relations.+ 

Cleveland and Mangone (3): discuss the 
applied problems in overseas work in terms 
of the general skills and attributes which 
seem necessary. Their arguments and as- 
sumptions are based on the accumulated 
personal experiences of a selected group 
of overseas observers. Torre (26), for ex- 
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1 Also discussed in a paper by Hall and Whyte (18). 
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ample, reports about the kinds of psychi- 
atric difficulties apparently common in 
" overseas service. A later book by Cleveland, 
Mangone and Adams (4) selects cultural 
empathy as the major interpersonal ele- 
“ment in successful overseas performance 
but does not operationally break this con- 
cept down into its behavioral components 
relevant to specific interpersonal problems. 
This is a difficult task, however, because 
in most instances no reliable empirical 
data are yet available on specific psycho- 
logical processes except, as we have found, 
in the form of anecdotal records and case 
histories. Other writers who have been 
critical of and concerned with human re- 
lations’ in cross-cultural operations are 
Lederer and Burdick (15), Mead (16), Sim- 
mons and Jenny (24), Roney (18) and Spicer 
(25). General conditions related to cross- 
cultural adjustment and having bearing on 
the kind of adjustment problems to be 
anticipated are discussed in a Foundation 
for Research on Human Behavior report 
(10). Some of the more common problems 
and issues have also been examined by 
the Group for the Advancement of Psychi- 
atry (11), in a report edited by Sanders (20) 
and one by Fenley (6). Shannon (22) pro- 
vides a useful survey of the technical as- 
Sistance field in a book of readings which 
includes brief mention of interpersonal 
problems. 

Caplan (2), in an unpublished article, 
also describes the dynamic interrelation- 
ships between personality and social system 
variables which have practical significance 
in shaping the outcome of technical consul- 
tation. Caplan’s discussion is helpful in 
suggesting an approach to dealing with 
operational problems in a technical as- 
sistance program which arise from inter- 


SS 
2 Other material from an anthropological point of 
view includes work by Foster (7, 8, 9), Saunders (21) 
and Campa (1). 
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_ that very often relevant theory and meth- 


personal and cultural factors. He suggests 
“the possibility of building up a body of 
generalizable knowledge in this area, so 
that technical experts may predict the oc- 
currence of certain patterns of difficulty in — 
their interaction with their foreign col- 
leagues and may begin to be explicitly — 
aware of the need to develop professional 

skills to handle them.” Hall (12) also sup- 

ports this view in his discussion by de- — 
scribing some needed behavioral skills in ` 
communication, 

In general we find that not much has — 
been published which adds to our knowl — 
edge of how the behavioral processes un- 
derlying the technical assistance relation- 
ship can be made available as functional 
skills. The references cited above seem to 
exhaust the current range and level of in- 
terest which now exists about interper- 
sonal relations in cross-cultural operations 
in general and technical assistance in pat 
ticular? 

Part of the lack is reflected in the ob- 
scure way many have formulated and char 
acterized the problem. Another facet which 
has not been explicitly mentioned is that 
cross-cultural technical assistance is @ 
highly complex and interrelated system of 
behavioral, social, political, economic, cul- 
tural and technological events functioning 
in dynamic equilibrium. When this sys 
tem is thrown into disequilibrium by the 
malfunctioning of any of its parts, the 
outcome of a total program may be altered 
significantly. Very little work seems to © 
exist on the interrelationships within the 
total system comprising a program of tech- 4 
nical assistance. E 

A final point worth mentioning here 18 


odology for carrying out social and be 
havioral research taken from related fields 
are not explored for their applicability to 
the field under discussion here. A review 


E 


of this related work will not be attempted 
because space is limited, but it should be 
emphasized that the possible relevance of 
method, theory and data from adjacent re- 
search areas is a largely untapped and lit- 
tle-known resource. Human relations re- 
search in industry, to cite a common 
example, has shown progress in methods 
of research as well as in findings which 
might be applicable in research on techni- 
cal assistance problems. Clinical psycho- 
logy and psychiatry and counseling psy- 
chology research methods and findings may 
also, by analogy or specific direct applica- 
tion, have considerable bearing on inter- 
personal problems in technical assistance. 
By the same token, the contributions of 
sociology—especially the diffusion process 
field in which the rate of dissemination of 
new skills and ideas is studied by rural 
sociologist:—and anthropology should be 
similarly reviewed. Kluckhohn and Mur- 
ray (14) discuss some of the central issues 
and problems associated with the com- 
bined application of theoretical systems 
and methodologies from several disciplines 
to one specific problem. The book is a use- 
ful illustration of the process of cross-ferti- 
lizing different fields. 


AN ILLUSTRATIVE CASE 

The following case can serve as a way of 
describing concretely what is meant by an 
emphasis upon interpersonal processes in 
technical assistance, as well as how these 
processes influence success and failure. The 
case is that of a technical assistance con- 
sultant in the public health field appointed 
to the task of developing a special health 
program in a rural area of India. 

The consultant, a public health phy- 
Sician, came to this project well-prepared 
as a medical specialist. He also under- 
stood the customs, habits and language of 

€ area to some extent and was fortunate 
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in having the kind of personality and char- 
acter which seemed to permit co-operative 
interrelations with others who were quite 
different in background and training. The 
verbatim report of this case is reproduced 
in part below to illustrate the principal 
factors leading to failure and the role 
played by knowledge of interpersonal proc- 
esses. The consultant's report of his ex- 
perience is as follows: 

“Actually, one of the first things I did 
when I arrived in India was to identify 
as closely as I could with the people, I did 
this by wearing similar clothes, by eating 
similar food and living as nearly as possible 
in similar housing. For example, a little 
thing like continuing to lace shoes instead 
of wearing laceless sandals was a sign of 
less identification with local habits. Of 
course it was difficult for many to do this 
because of the inconveniences involved. 
For example, another consultant said the 
way to continue on working during the 
hot summer would be to get an air con- 
ditioner and this would make living more 
comfortably possible. Of course the point 
was missed because there was not even 
adequate electricity to run the conditioner. 

“J can give you some ideas (about an 
interpersonal problem) from an experi- 
ence I had while in India. I worked in 
a training center that was set up to do 
basic education. There was a school and 
a hospital in the area. They were separate 
institutions, and there was considerable 
friction between the school and hospital 
which complicated my work. One of the 
aims of our program at the school was to 
establish a child welfare station as a public 
health venture. Since I was with the school 

: 
8 With this in mind a careful analysis of a refer- 
ence such as the Annual Review of Psychology 
(1960) may turn up quite useful and interesting ap- 
plications (5). 
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I was forced to be part of the controversy 
between the school and hospital. It was 
fine as long as I was doing work different 
from that being done by the hospital 
group. When the idea of providing clinical 
services for the children came up, however, 
this was quite disturbing to the physician 
in charge of the hospital and was further 
complicated because he saw the school 
program as a general threat to his own 
program. For example, there was a time 
when referrals from the new service simply 
would not be accepted at the hospital. 
‘There was also feeling that the school pro- 
gram would eventually cause salaries in 
the area to be lowered. This was part of 
the problem. 

“I soon found, however, that the real 
problem was the feelings of the hospital 
director toward the school and, therefore, 
toward me. He thought the school pro- 
gram would undermine his status and 
perhaps even cause him to lose his position. 
All of this was untrue. Part of the diffi- 
culty in his relationship with me was the 
fact that he was trained in Indian medi- 
cine and I was trained in Western medi- 
cine. This created on his part a feeling 
that I might jeopardize his status because 
of my background in newer methods of 
treatment and care. Knowing the culture 
and language helped, but not entirely. 

“One of the techniques I used was in- 
formal ways to try to get people to begin 
discussing some of these problems in a rea- 
sonable way. I sent out letters, hoping to 
establish conferences. This did not work 
too well and did little to lower the resist- 
ance to the child welfare program. An- 
other move was to suggest that the clinic 
be brought under the hospital adminis- 
tration instead of the school but this was 
also seen as a threat. Another method was 
to emphasize that the children’s clinic 
would stress the preventive side, while the 
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hospital would continue to stress the treat- 
ment side. We also often had dinner at 
each other’s homes and although these 
visits helped, they did not succeed in really 
reducing the original problem of the di- 
rector—feeling he might ~be replaced or 
otherwise reduced in stature by the intro- 
duction of new medical techniques. I can- 
not think of many other ways to handle 
this problem. It is probably important to 
convey to people the impression that the 
work one is doing will not jeopardize their 
statuses.” 

Although this illustrative case material 
reveals an awareness of some interpersonal 
and cultural factors, a more thorough un- 
derstanding of the psychological aspects 
of the interpersonal difficulties encountered 
might have enhanced success by revealing 
ways to have gained the director’s further 
co-operation. Although this example is by 
no means universal, it can be suggested 
that many generally similar kinds of inter- 
personal problems will arise in a technical 
assistance program. A question we can 
raise is: how can the interference of these 
problems in an action program be reduced? 

It is especially important to note that 
the consultant’s knowledge of socio-cultural 
factors as well as his technical efficiency 
were by themselves not a sufficient means 
to a solution of his difficulty with the di- 
rector. ; 

In fact, it would appear that his techni- 
cal proficiency and cultural knowledge may 
have at times been an obstacle. It is even 
more important that the range of his own 
behavioral solutions for these interpersonal 
difficulties were limited and were not op- 
erationally linked to his cultural and tech- 


nical understanding. He was able to iden- ~ | 


tify conceptually the gist of the problem 
by recognizing the influence of his own 
personal role and background, but he 
was unable to successfully reduce the emo- 


tional tension associated with the director's 
resistances to the new child care program. 
To what extent should he have attempted 
to reduce such tensions? What techniques 
should he have used? 

At most he should have attempted to 
effect only that apparent interpersonal ten- 
sion associated with his own specific role 
in the director’s immediate environment. 
Since the director saw him as a personal 
threat to the status of his program because 
of his advanced medical training and his 
affiliation with the school which repre- 
sented change, his own strategy might have 
been to increase his professional depend- 
ence on the director in areas outside of his 
own competence in Western medical tech- 
niques. Dependence on him for help in 
understanding and using local indigenous 
health practices to best advantage would 
have been a logical beginning point. 

The uniqueness of his actual affiliation 
with the school as an outside consultant 
could have been emphasized, and his re- 
lation to the policies and programs per- 
ceived as radical and upsetting de-empha- 
sized by clarifying his transitional status 
in the community. In actual practice the 
technical assistance consultant must often 
walk a thin line between opposing factions. 
This condition is always prevalent in some 
degree in complex communities in which 
rapid technological and social change is 
occurring and is unavoidable. 

Those with whom one chooses to ally 
oneself within a new community and the 
sequence and timing of any presentation 
of new information, should be thoroughly 
analyzed in terms of the over-all goals of 
one's technical assistance mission. Avoid- 
ance of entangling factional alliances in 
local political and social affairs is para- 
Mount to eventual success, where it is not 
clearly indicated that partisanship is re- 
quired. 
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It is important to recognize that most 
of the interpersonal problems in technical 
assistance are not due to psychopathology, 
although occasionally one may encounter 
disturbed individuals in this setting. The 
most frequently encountered cause of dif- 
ficulty is ignorance of local customs and 
ordinary human needs and expectations. 
Emphasis for the technical assistance con- 
sultant should, therefore, always be upon 
resolution of normal interpersonal work 
difficulties and not on the pathological be- 
havior conflicts that may arise. 

It is important to indicate that if sen- 
sitivity to the psychological factors in tech- 
nical assistance is developed, these factors 
must form a balanced part of the full range 
of coping mechanisms available to the con- 
sultant. The interpersonal skills should 
in no way become ends in themselves, The 
basic role and professional identity of the 
consultant should remain intact. Those 
who receive training in this kind of skill 
should not become overly proficient in hu- 
man relations skills to the neglect of other 
more basic professional commitments. ‘The 
customary behavioral skills of the consult- 
ant should be enlarged. They should also 
be made more effective by the addition of 
specific culture-bound knowledge of the 
important yaluative and motivational proc- 
esses governing interpersonal relations in 
technical assistance in a specific local com- 
munity. When the problem of psycho- 
pathology does arise, as it invariably will 
even in different cultures, another set of 
professional skills, dispensed by an appro- 
priately trained person, should be brought 
to bear upon the problem. This is the 
logical point at which the mental health 
specialist can perhaps function most ef- 
fectively. 

In part, the solution of normal interper- 
sonal problems also depends upon the 
types of verbal and nonverbal skills in 
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actual face to face communication which 
can be developed in the consultant who is 
to provide technical assistance.* Recent ap- 
proaches to the study of communication 
are applicable here, as in the work of 
Ruesch (19), for example, which empha- 
sizes the role of interpersonal factors as 
underlying determinants in successful com- 
munication. Communication skills can, 
however, only be developed effectively if 
the individual understands the nature of 
the main underlying psychological forces 
which govern success and failure in the 
technical assistance relationship. 

Much still has to be learned about the 
function of the verbal and physical cues 
that are used in different cultures in com- 
munication systems of two or more indi- 
viduals and about the process of identifi- 
cation and receptivity which characterizes 
complex learning. Where co-operative ef- 
fort is an objective, responses to another 
person’s verbal and physical behavior must 
occur with appropriate tension-reducing 
behavior on one’s own part. In technical 
assistance work this occurs most often in an 
unfamiliar cultural setting where the verbal 
and physical expression of behavior arises 
from valuative and motivational bases 
strange to the consultant. 

The concept of “feedback” in applied 
communications practices is also useful and 
important to understand, as is the idea of 
“input” or the effects of varying amounts 
of new information upon the personality 
of the recipient. 

The technical assistance consultant 
should maintain a constant “feedback” rela- 
tionship in which the recipient is continu- 
ally kept informed of the consultant’s 
activity in the immediate social and physi- 
cal environment of the recipient, especially 
at the start. Too much new information 


$$$ 
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may overload the recipient with pressures 
that could result in negative behavior and 
rapid deterioration of the technical assist- 
ance relationship, just as ordinary class- 
room learning is often seriously reduced 
by a forced presentation of too much new 
information. 

The consultant must know in advance 
something of the psychological world of 
the recipient as well as how he will be 
perceived by the recipient psychologically, 
If the consultant learns that he is initially 
seen as a threatening person he should 
respond to this perception with the com- 
munication of appropriate reassurances 
based on a working knowledge of local 
cultural norms and values, political and 
social problems, as well as psychological 
needs and expectations. 

Once a successful working relationship 
has been established, the consultant must 
keep in mind the fact that interpersonal 
difficulties may readily arise to impede his 
work at any point in the relationship. A 
constant ongoing process of evaluation and 
re-evaluation is required of the consultant 
as he moves from stage to stage in his work, 
as more people and other factors enter the 
arena of social action to increase the com- 
plexity of the work relationship. 

It is apparent that a consultant invited 
to a country comes bearing his entire per- 
sonality, with all limitations and assets. 
One purpose of introducing psychological 
awareness of interpersonal processes into 
technical assistance work is to help the con- 
sultant to utilize his own personality more 
efficiently and productively in his work. 
Ideally, sensitization to interpersonal prob- 
lems should begin early during the traim- 
ing and orientation of the technical con- 
sultant, which precedes active field 
assignment. An ability to function ade 
quately at an interpersonal level should 
also form an integral part of the criteria 
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used initially in selecting personnel. Em- 
phasizing only socio-cultural factors, while 
neglecting the behavioral processes which 
embody them, is a serious oversight be- 
cause socio-cultural knowledge in the tech- 
nical assistance relationship has little func- 
tional meaning outside of the transactions 
occurring between people. 


SUMMARY 


This paper has started with the premise 
that interpersonal relations are a funda- 
mental part of all forms of technical assist- 
ance work, especially that in which large 
socio-cultural differences exist between a 
consultant and recipient. We concluded 
that the scientific disciplines concerned 
with the psychological aspects of interper- 
sonal relations have had less direct oppor- 
tunity to contribute to ongoing technical 
assistance programs, 

Consequently, this aspect of technical 
assistance work has received attention as a 
research problem. It was also found that 
the current literature bearing on cross- 
cultural relations and economic and tech- 
nical assistance consistently avoids defini- 
tive treatment of this area. An illustrative 
case was also cited to describe what is 
meant by an emphasis upon interpersonal 
Processes. The case was also discussed in 
terms of some of the processes leading to 
success and failure, Those who are selected 
to carry out this kind of work should also 
be selected for their fitness for the complex 
tasks they will face. They should also be 
trained in interpersonal skills which have 
a bearing upon their roles as technical 
Specialists, i 

Finally, it is suggested that if resources 
Were available, an initial investigation 
might take the following general form: 
1) A comprehensive review of the current 
literature bearing upon, interpersonal ae 
ions with special emphasis upon the 
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relation of this literature to cross-cultural 
technical assistance activities. An attempt 
should be made to relate the relevant 
theory, method, and findings in other areas 
of behavioral research to interpersonal 
problems in technical assistance, 2) A sys- 
tematic inventory should be undertaken 
of the varieties of known socio-culturally 
determined interpersonal problems com- 
mon in technical assistance work. The fol- 
lowing question might be answered: What 
are the major types of interpersonal proc- 
esses and problems which need investiga- 
tion? 3) Carefully designed pilot studies 
should be undertaken to determine which 
are the most advanced and fruitful theo- 
retical and methodological approaches to 
the investigation of this area. 

4) Two general types of pilot studies are 
suggested: a. survey research studies in 
which the interpersonal experiences of for- 
eign consultants and host recipients of tech- 
nical aid are reconstructed by use of ques- 
tionnaires and depth interviews in order 
to study the patterns of interpersonal 
transaction which lead to success and fail- 
ure, and b. experimental pilot studies in 
which the consultant-recipient transaction 
js studied under relatively controlled con- 
ditions, while simulating as nearly as pos- 
sible the actual conditions taking place in 
the field. A number of examples of ex- 
perimental approaches to the study of dif- 
ferent types of interpersonal relations can 
be found in the psychological literature. 
5) The pilot studies should lead directly to 
the formulation of appropriate hypotheses 
about success and failure in interpersonal 
relations in technical assistance and to re- 
search methods for testing them which, 
in turn, should be the basis for longer term 
studies undertaken on a cross-cultural level. 
6) The auspices for this research could 
very well be agencies within the United 
Nations, national governments with over- 
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seas aid programs or private universities 
which possess adequate staff and facilities. 
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A brief history of the 


narcotics control controversy 


Federal narcotics laws are among the most 
Controversial, confusing and punitive laws 
in force today. To many students of the 
field the addict is a sick person, as entitled 
to medical care as the psychotic. Yet the 
Penalty for selling narcotics, an occupation 
which most addicts are forced into at one 
time or another, can be as severe as death. 
Despite this the narcotics laws must be 
ee the most commonly flouted federal 
aws since it is estimated that one out of 


every 3,000 Americans is an addict (1). 


- a 


Bete history of the regulation of the use 
È narcotics in this country is an interest- 
8 one. At one time there was no regula- 


» ti $ 
on at all. As soon as effective control 


Was insis $ “ 
_ Was instituted a debate began and is still 


} 


| 


peeing. The question of whether ad- 
a are primarily patients or criminals 
and whether they deserve hospital beds or 


Jail cells is one that has provoked many a 


Vi 
olent argument. 


q 


Before 1914 opiates were considered 
much as aspirins are today. Anyone could 
walk into a drug store and ask for a nickel’s 
worth of “black stuff’ (opium) or “white 
stuff’ (heroin). Paregoric and laudanum 
were prescribed for many ills. Patent medi- 
cines contained generous amounts of opi- 
ates. It is even said that manufacturers 
of many home remedies used the opiates 
in their products just to insure a continu- 
ing demand. 

The Pure Food and Drug Law of 1906 
improved conditions by controlling the 
contents and labeling of patent medicines. 
Nevertheless, approximately one out of 
every 400 Americans was an addict (1). 

The Harrison Act of 1914 was the first 
big step toward strict regulation of the use 
of narcotics. The act—on the surface a 
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revenue bill—taxed the importation of opi- 
ates and required those using or selling 
opiates to register and pay a fee. Persons 
obtaining narcotics through a physician's 
prescription were exempted provided the 
prescription was “issued for legitimate 
medical uses.” A physician could dispense 
narcotics only “in the course of his profes- 
sional practice.” 

At first the act provided little change. 
Addicts no longer bought narcotics over 
the counter in drug stores but they had 
no trouble obtaining prescriptions from 
physicians. Rather suddenly in 1919 the 
Federal Narcotics Division began to arrest 


_ physicians for violating the Harrison Act. 


Many physicians were found guilty in the 
lower courts and the cases began to arrive 
at the Supreme Court. 

One of the early cases was that of Dr. 
Webb, who, it was said, had sold prescrip- 
tions to an addict for fifty cents each. The 
government asked the court to decide 
whether Dr. Webb's prescriptions, issued 
not to treat an illness but to keep an ad- 
dict comfortable, were legitimate prescrip- 
tions under the law. 

The Supreme Court replied; “Such an 
order [the prescription] for the use of 
morphine is a perversion of the meaning 
of prescription” and declared Dr. Webb 
guilty (2). This decision was interpreted to 
mean that physicians could not legally pro- 
vide addicts with drugs to prevent with- 
drawal symptoms. Addicts were suddenly 
faced with the choice of abruptly ceasing 
to take narcotics or obtaining their drugs 
illegally. 

There were not many who chose the 
former course. If a person has taken nar- 
cotics regularly even over a short period 
of time, his body in some way becomes 
accustomed to the drug. When the ad- 
ministration of the narcotic stops there is 
an actual physical need for the drug (aside 
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from any psychological dependence) a need | 
similar to the hungry man’s desire for food, 
If the craving is not satisfied, a serious ill- 
ness results, with nausea, vomiting, tremor, | 
sweating, cramps and prostration. The ill- | 
ness departs without a trace after a few 
days but it is an unusual person who vol- 4 
untarily goes through it. | 

To avoid forcing addicts into dealing 
with criminals in order to obtain drugs, } 
many health agencies throughout the coun- 
try set up clinics, At these clinics an ad-| 
dict could apply and be given a supply of { 
narcotics to keep him comfortable until í 
his next visit. It was hoped that this 
method would prevent exploitation of the) 
addicts and possibly make them amenable } 
to treatment, 

Although theoretically the clinics may” 
have been on a solid foundation, they were | 
all closed after fairly short periods. Many 
experts felt that they were failures. It} 
was pointed out that there was no control 
over the addict’s use of the drugs once his | 
supply was given to him; he was free to 
sell part of it and could create new addicts. | 
There was nothing to prevent him from | 
registering at several clinics to obtain a 
large supply of drugs. Addicts congregated 
in those cities which had the clinics and 
they were considered unwelcome additions | 
to the population. Generally, the clinics 
did little or nothing to cure the addicts 
and did nothing to prevent the spread of 
addiction (1). i 

As an aftermath of the operation of the: i 
clinics and apparently as a reflection of the 
feeling that they had failed, a committee | 
of the American Medical Association we 
in 1921 that federal and state agencies “ex | 
ert their full powers . . . to put and entf 
to all so-called ambulatory [clinic] methods | 
of treatment for narcotic drug addie A 
tion (3).” This was adopted by the HoA 
of Delegates of the American Medical 5, 
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sociation in 1924 and is still the official 
policy. 

In 1921 another committee of the A.M.A. 
conferred with the U. S. Attorney General 
to see if some of the confusion regarding 
the interpretation of the Harrison Act 
could be eliminated. It was still not clear 
when physicians were violating the law 
and when they were not. The Behrman 
case of 1922 was meant to help supply the 
answer. 

Dr. Behrman was accused of giving an 
addict prescriptions for 150 grains of 
heroin, 360 grains of morphine and 210 
grains of cocaine. This was obviously more 
than was needed to treat any illness. How- 
ever the government made no accusation 
that Dr. Behrman was not treating illness 
and was sustaining addiction. The Su- 
preme Court had already decided in the 
Webb Case that this was against the law. 
The government claimed that prescribing 
drugs for a known addict, as Dr. Behrman 
had done, was illegal, regardless of his in- 
tent, 

The Supreme Court upheld the govern- 
Ment. It was against the law to prescribe 
narcotics for an addict for any purpose at 
all. Narcotics could not be “in the sole 
Control and subject to the unrestricted dis- 
Posal of the drug addict” as they are when 
he purchases them by means of a prescrip- 
tion (4), 

The next case of importance was that 
of Dr. Linder. An agent of the government 
had gotten him to write a prescription for 
Cocaine and morphine in small amounts. 
The indictment was similar to that of Dr. 
Behrman. There was no charge that the 
Narcotics were given to sustain an addic- 
tion, 

‘The Supreme Court decided that Dr. 
Linder was not guilty. It said that the 
Harrison Act “says nothing of ‘addicts’ and 


i ‘does not undertake to prescribe methods 
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for their medical treatment. They are dis- 
eased and are proper subjects for such 
treatment and we cannot possibly con- 
clude that a physician acted improperly 
. . . because he has dispensed to one of 
them . . . four small tablets of morphine 
or cocaine for relief of conditions incident 
to addiction (5).” 

To many, this indicated that the Su- 
preme Court agreed with those who argued 
addicts should be handled by physicians 
and not by the courts. The decision seemed 
to imply that addicts could legally be 
treated by physicians on an ambulatory 
basis with small amounts of narcotics (6). 

The opponents of this argument pointed 
out, howeyer, that the Supreme Court had 
also said that the indictment “does not 
question the doctor’s good faith . . .” and 
“we find no facts alleged in the indict- 
ment... the doctor . . . transcended the 
limits of professional conduct.” ‘Those who 
believed that treatment of addicts was 
primarily a problem for law enforcement 
agencies felt that the court's deliberate ref- 
erences to the terms of the indictment 
meant that the court had found the doctor 
not guilty merely because of the limited 
indictment, Had the indictment included 
a statement of his intent in supplying the 
drugs he would have been found guilty (7). 

The question of which interpretation is 
correct has never been finally settled. This 
can only be done by another Supreme 
Court decision. However, since the heads 
of most law enforcement agencies subscribe 
to the second view rather than the first, it 
is the second view which is used to prose- 
cute cases. 

During the late thirties and early forties 
there were no changes in the legal situa- 
tion. Medical treatment of addiction was 
left to the federal government. The pru- 
dent physician’s course with regard to ad- 
dicts was to avoid them. There was very 
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little interest expressed by the medical 
‘profession in altering this relationship. 
- During World War II the number of 
addicts hit an all-time low. This was due 
“in great measure to the difficulty in obtain- 
' ing illegal narcotics in this country. Shortly 
after the end of the war there was a tre- 
| mendous increase. Adolescents, particu- 
` larly members of the lower socio-economic 
‘groups, began to experiment with nar- 
cotics, Many of them became addicted and 
“presented a new type of problem. 
‘The prewar addict had been an adult 
‘and was often able to support himself and 
his habit by regular employment. His only 
contact with crime was when he bought 
his narcotics. The new addicts were un- 
skilled adolescents, unable to earn any 
| money: except through crime (9). They 
_ did not hesitate to resort to crimes of vio- 
_ ‘lence and many felt they were accounting 
_ for a significant portion of the total num- 
ber of crimes committed in the United 
States (10). 
In 1951 the Kefauver Committee turned 
its attention to this problem and Congress- 
man Hale Boggs then introduced into Con- 
“gress a bill which considerably increased 
‘the penalties for violation of the Harrison 
Act. It was hoped that this would dis- 
courage the spread of addiction. Included 
in this bill was the unusual provision that 

j for convictions after the first, probation, 

“parole or suspension of the sentence were 
not permitted (11). At about the same time 
several of the states passed new, more severe 

_ laws and in some of these states it became 

‘a crime to be addicted—e.g. California, 
Michigan, Illinois (17). 

These new laws aroused considerable 
comment and opposition, not only among 
proponents of the theory that addicts 
should be treated as patients, but also 
among some criminologists. One of the 
important innovations of modern penology 
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is the provision for modification of a sen- 
tence depending upon the rehabilitation 
potential and achievement of the convict. 
A judge is able to give an indeterminate 
sentence or suspend a sentence or put a 
prisoner on probation if he feels this would 
be valuable. Similarly, a parole board may 
shorten a sentence if it finds a prisoner so 
rehabilitated he is ready to return to so- 
ciety before his sentence is up. By elimi- 
nating these discretionary measures the 
Boggs bill singled out the narcotics viola- 
tor from all other kinds of criminals. 

Secondly, by making addiction itself a 
crime, the local laws, it was felt, were 
punishing individuals for being mentally 
ill. This was said to be a step backward 
toward medieval practices. 

At about this time the dissatisfaction of 
various groups of workers in the field be- 
came public. They felt that the new laws — 
were a retreat from knowledge of modern 4 
medicine and criminology. Addicts were 
being sent to prisons where they received 
no therapy and were then released only to 
get into the same trouble again. Despite 
intensive work by law enforcement agen- 
cies the number of addicts was increasing. 
The limited facilities available in this coun- 
try for treatment of addicts, principally 
the two federal hospitals, had been found 
to be relatively ineffective in producing 
permanent cures. 

The Committee on Public Health of the 
New York Academy of Medicine delved 
into the above problems and then put forth 
a six-point program which immediately 
became the center of heated controversy. 4 — 
The program began with the statement 
that the addict is primarily sick and not 
a criminal. It included proposals that the 
government supply drugs at low cost to 
addicts in conjunction with efforts to have 
them undergo withdrawal and rehabilita- 4 
tion; that addicts resistant or refractory ™ 
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to therapy be legally supplied with drugs 
at low cost; that there be a distinction in 
criminal law between addicts and nonad- 
dicted sellers of narcotics; and that an edu- 
cational program be instituted to inform 
the public of the dangers of addiction (12). 

The critics of the Committee’s plan in- 
cluded the Federal Bureau of Narcotics. 
The critics presented statistics to show that 
most addicts were criminals before they 
were addicts and therefore did not deserve 
hospital treatment. They said that for the 
government to supply low cost narcotics 
would be a return to the earlier clinic plan, 
which had failed. In addition they felt 
that an educational program about addic- 
tion would excite the curiosity of young- 
sters to try the drugs rather than be dis- 
couraging (13). 

In 1955 committees of both the House 
of Representatives and the Senate held 
hearings on the narcotics problem. Once 
more the same arguments were heard. The 
report of the Senate Committee appeared 
in 1956. It stated that the illicit drug traf- 
fic in the United States had trebled since 
World War II; that drug addiction is re- 
sponsible for approximately 50 per cent 
of the crime in the larger metropolitan 
areas; that present criminal laws and pro- 
cedures are insufficient to insure apprehen- 
sion and punishment of narcotic offenders; 
and that penalties for narcotics violations 
are too low (13). 

The result of the two investigations was 
the Narcotic Control Law of 1956. This 


. considerably increased the penalties for 


various offenses, eliminated the possibility 
of suspended sentence and of probation or 
parole for second or latter offenses and per- 
mitted the death penalty for sale of nar- 
cotics to minors (14). 

In 1957 the Council on Mental Health 
of the-American Medical Association issued 


a report which summarized the situation | 
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to date. It then commented that although 
few facts were available on which to base 


an opinion, the “clinic plan” as embodied 


in the Academy of Medicine proposal 
would not cut down the spread of addic- 
tion. It felt that the strict penalties in force 
for possession of narcotics should be eased 
to permit rehabilitation and treatment of 
offenders. 

It recommended that “institutional care 
programs [be developed] in cities and states 
with significant [addiction] problems;” “de- 
velopment of programs for intensive post- 
institutional treatment of addicts;” “devel- 
opment of methods for commitment of 
addicts by civil action rather than through 
... the criminal courts;” and finally, sup- 
port for increased research and for mental 
health programs. 

It was further stated that “it does not 
seem feasible to recommend the establish- 
ment of clinics for the supply of drugs to 
addicts. This opinion should be subject 
to frequent review (15).” 

The latest group to consider and recom- 
mend changes in’ the narcotics laws is a 
joint committee of the American Bar Asso- 
ciation and the American Medical Associa- 
tion. The final report of this group ap- 
peared in 1959. It stated that there appears 
to have been a considerable increase in 
drug addiction in the United States and 
that there is a grave question whether se- 
vere jail sentences are the most rational 
way of dealing with addiction. It suggested 
research be done in several areas of addic- 
tion, including an experimental facility 
for outpatient treatment of addicts (16). 

The Federal Bureau of Narcotics was, 
in general, strongly opposed to the findings 
and suggestions of this report. In reply it 
issued its own collection of statements by 
its own group of experts opposing those 
of the A.B.A—A.M.A. committee (7). Al- 
though both the A.B.A—A.M.A. report 
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and the answer by the Bureau of Narcotics 
were rather detailed, the data and discus- 
sion in both were essentially the same as 
material presented before. 

There the issue presently stands. Un- 
doubtedly the last word has not been 
spoken on the handling of narcotics law 
violators but it will probably be a number 
of years before any new laws are seriously 
considered. It will be many more years 
before agreement is reached on the best 
way to cure a narcotics addict. 


SUMMARY 


With the beginning of legal control over 
the use of narcotics in the United States 
in 1914, a debate began which still con- 
tinues: can narcotics addiction best be 
wiped out by treating addiction as an ill- 
ness and preventing exploitation of addicts 
through supplying narcotics at low cost or 
by treating addiction as a crime and mak- 
ing the penalties so severe that illegal sale 
of narcotics no longer seems profitable? 

At first the use of clinics to provide nar- 
cotics cheaply for addicts was tried. The 
clinics were closed after it was generally 
felt they were not successful, Physicians 
Were warned to avoid treating addicts with 
narcotics and most physicians soon came 
to refuse to treat addicts at all. Following 
World War II the number of addicts in- 
creased tremendously and the penalties for 
violation of the Harrison Act were in- 
creased, Suggestions were then made to 
devote more energy to medical treatment 
of addicts as well as provision of low cost 
drugs. The Federal Bureau of Narcotics 
objected strongly. The debate continues 
with no end in sight, 
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An exploratory study of culture 
change and mental health among 
certain Filipino college students 


This paper is intended to provide an ex- 
ploratory and quite limited test of the hy- 
pothesis that culture change is associated 
with increased symptoms of personality dis- 
orders. Most students of modern society 
appear to believe that change is one of the 
important determinants of mental illness.* 
Yet the thorough study of one modern area 
over a period of years has thrown some 
doubt upon this assumption.? Similar dis- 
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1Cf. Rennie, Thomas, A. C., and Luther E. Wood- 
ward, Mental Health in Modern Society (New York: 
The Commonwealth Fund, 1948) and Horney, 
Karen, The Neurotic Personality of Our Time 
(New York: W. W. Norton & Co. Inc, 1937). 


28ee Goldhamer, Herbert, and Andrew Marshall, 


agreements over primitive and underde- 
veloped societies reflect the uncertain status 
of the foregoing assumption and the great 
need for empirical evidence.* 

The research to be reported here is based 
in part upon a larger study of mental 
health problems in Kalamazoo, Michigan.‘ 


cave nn EER 
Psychosis and Civilization (Glencoe, Ill; The Free 
Press, 1949). 

8 Compare, for example, the theories and data in 
Cultural Patterns and Technical Change, Margaret 
Mead, ed., (Paris: UNESCO, 1953); Eaton, Joseph, 
Culture and Mental Disorders (Glencoe, Ill.: The 
Free Press, 1955); and Li, Tsung-Yi, “Effects of 
Urbanization on Mental Health,” International 
Social Science Journal, 11(1959), 24-83. 

4 With the aid of a grant from the National In- 
stitute of Mental Health, the study sought to com- 
pare the prevalence of hospitalized mental illness 
with that of mental health problems in the com- 
munity. To do this, a random sample of over 
1,000 families was interviewed. Analysis of the 
data is currently in process, The project staff in- 
cluded: Jerome G. Manis, director; Chester L, Hunt, 
field survey supervisor; and Leonard C. Kercher, 
hospital data analyst. 
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Included in that survey were 22 symptom 
questions obtained from the New York 
midtown research.” These questions were 
administered to mental patients in the Kal- 
amazoo State Hospital and to students at 
Western Michigan University. 
Frequencies of the symptoms were also 
` explored among students at Silliman Uni- 
versity, Dumaguete City, Philippines. In 
addition, each Filipino student submitted 
a term paper which included case history 
_ materials. This information constitutes the 
basic—and admittedly limited—data of the 
present report. It is hoped that the purely 
tentative findings will stimulate more 
comprehensive inquiries “into this unex- 
plored domain of Philippinetife.* 


_ 5 The symptoms used in these questions were those 
found to be moderately correlated with the over- 
all mental illness assessment, of individual cases 
by a panel of psychiatrists. Grateful acknowledg- 
ment for the use of these data, as well as for per- 
sonal comments and suggestions, is owed to Dr. 
Alexander Leighton and Dr. Thomas Langner. It 
_ Should be noted that the symptoms have been ex- 
plored only among American populations and may 
or may not be applicable to other cultures. Con- 
siderably more extensive research would be needed 
to validate the present procedures. 


®The writer knows of no other empirical studies 
of incidence or nature of mental disorders in the 
Philippines nor, apparently, did the Philippine 
Department of Mental Health or the Philippine 
Mental Health Association. It is encouraging to 
learn that the latter organization is now engaged 
in an extensive research project. 


‘This assumption is open to debate. The lack 
of precise criteria of culture change suggests the 
present advantage of research within given societies 
and the barriers to cross-cultural comparisons, 
Thus, Chester L. Hunt suggests that while quanti- 
tative social changes are greater in the United 
States, the transition from a predominantly rural 
and gemeinschaft-type society to a more urban, 
industrial and gesellschaft society is qualitatively 
more important. See Hunt, Chester L., Sociology 
in the Philippine Setting (Manila: Alemar’s, 1954), 
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SYMPTOM FREQUENCIES Y 
Table 1 contains a summary of the com- 
parative findings. Philippine students r 
ported more symptoms than did the Ameri- 
can students and the American mental pa- 
tients. Before attempting to interpret these 
findings, several cautions need to be em- 
phasized: (1) the groups studied are not 
random samples in any technical sense; 

therefore the conyentional tests for signifi- 

cance are hardly applicable; (2) differences 


x * 
in culture may result in differential inter- A 


pretations of behavior or of willingness t 

admit symptoms; (3) the items used in the 
survey are neither definitive nor known to 
be entirely valid. il 


Given these reservations, the present find. 
ings suggest that the average rate of 
ported symptoms among the 
Americans is lower than that of the “no 
mal” Filipinos. If the data are valid, ho 
ever, the original hypothesis is not s 
tained. One assumption of the-prese 
report is that the United States is changi 


TABLE 1 


Mean symptom frequencies of th 
groups studied 


Mean numb 
Number of of reported 
Group studied cases 
Kalamazoo 
Social science ` 
students 62 3.8 
Social psychology s 
students 39 3.7 
Inservice teachers 35 3.1 
Mental hospital 
patients 107 4.3 
Dumaguete City 
Social science 
students 71 4.6 
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Mental health among Filipino college students 


Revision of the hypothesis appears indi- 
cated, so let us consider some of the specific 
symptoms admitted by the Filipino stu- 
dents. 

Among the most frequently reported 
symptoms were “wondering whether any- 
thing is worthwhile anymore,” “restless- 
negs,” inability to “get going,” worries, 
feelings of isolation, nervousness and 
headaches. Least common were poor ap- 
petite, fainting spells, trembling hands, 
upset stomachs, feelings of physical weak- 
ness. As compared to Americans, the symp- 
toms appeared on the whole to be be- 
havioral and interpersonal rather than 
psychosomatic. Moreover the most fre- 
quent symptoms that the Filipino students 
have in common might be conceived as 
“aspiration dissatisfaction.” 8 This inter- 
pretation is clearly speculative. Yet from 
it we may deduce a modification of the 
original hypothesis, viz.: when cultural 
change produces unrealistic levels of as- 
piration, symptoms of personal inadequacy 
are increased, 


STUDENT ASPIRATIONS AND 
SYMPTOMS 


Some relationships between aspirations and 
symptoms may be seen in Table 2. No 
scores are reported for the failing students 
since four of the six in this category neg- 
lected either to submit or complete their 
schedules. Freedom from symptoms ap- 
pears to favor high grades.? Of course it 
is possible that the relationship is reversed 
and that high grades are responsible for 
low frequency of symptoms, or even that 
both are mutually dependent upon some 
other variable. 

Some confirmation for the latter inter- 
pretation was evidenced in the term papers 
of the Filipino students. Many disclosed 


\, how important it was for them to do well 
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TABLE 2 
Student grades and symptoms 


Frequency of symptoms 
Number 
Final grade of cases Low High 
A (Excellent) 9 67% 33% 
B (Good) 16 50% 50% 
C (Fair) 32 31% 69% 
D (Poor) 11 18%, 82% 


in school in order not to disappoint their 
families. In a familistic society such as 
the Philippines,® such pressures may be 
a severe burden to the individual. 

The student’s troubles seem to be of a 
“social” nature. Most commonly this was 
“getting along with other people.” Such 
a difficulty is typically adolescent, at least 


Chap. 10. By way of analogy, the change of a few 
degrees of temperature between 30° and 85° or 
between 210° and 215° means the difference be- 
tween ice and water or water and steam, Similarly, 
the impact of “minor” changes in underdeveloped 
nations may be more significant psychologically 
than the consequents of the far more numerous 
innovations in advanced societies. 


8The pattern of symptoms would appear to cor- 
respond to what has been called the “ritualism” 
adaptation to striving, wherein the individual's 
goals appear remote while adherence to the means 
for their achievement is sustained. See Merton, 
Robert K., Social Theory and Social Structure 
(Glencoe, Ill.: The Free Press, 1957). See also the 
concept of “behavioral ritualism” in Dubin, Robert, 
“Deviant Behavior and Social Structure; Continui- 
ties in Social Theory,” American Sociological Re- 
view, 24(1959), 149. 

®The findings would appear to justify realistic 
entrance examinations for university students. The 
inadequate student pays a double price for his 
effort—failure and frustration. 

10Cf, Fox, Robert B., “The Study of Filipino 
Society and Its Significance to Programs of Eco- 
nomic and Social Development,” Philippine Socio- 
logical Review, 7(1959), 2-11. 
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TABLE 3 


Community change and symptoms 


TABLE 5 


Migration and symptoms 


Frequency Frequency 
of symptoms Length of of symptoms 
Extent of changein Number family residence in Number 
home community of cases Low High present community of cases Low High 
Low to moderate 33 52% 48%, 0-15 years 21 48%, 52% 
Much to very much 20 25% 75% Over 15 years 21 67% 38% 


for societies in which the transition to 
adulthood is “a time of trouble.” Inter- 
personal problems are bound to be accentu- 
ated by young people who feel themselves 
—as did students—to be “marginal people” 
still tied to the old ways while desirous of 
the new. 

The influence of change upon these in- 
dividuals is also shown in Table 3. Inter- 
pretations of change in their own commu- 
nities by the students themselves are found 
to be associated with frequency of the 
symptoms. Those individuals troubled by 
symptoms of mental disorder may perceive 
more change than actually takes place. 

However, more objective measures of 
change are also linked to the frequency of 
Symptoms. (See Tables 4 and 5.) The small 
number of students who come from com- 
munities which lack high school facilities 
limits the applicability of our findings. 


TABLE 4 


School facilities and symptoms 


à Frequency 
Kindof of symptoms 
school availablein © Number —— Žž 
home community of cases Low High 
Elementary school 
only 10 70% 30%, 
High school 35 51% 49%, 


But if the trend is valid, one should expect 
to find fewer symptoms in areas that do 
not blindly raise expectations, 

That migration is also associated with 
symptoms is also in accord with our re- 
vised hypothesis. As Table 5 shows, the 
families who show high residential stability 
have children with fewer symptoms of 
mental disorder. 

Our final table reports the hoped-for 
place of residence for the students. Al- 
though the differences are quite small, it 
will be seen that the “rural bound” are 
most free of symptoms. Although this find- 
ing accords with the “anticipatory socializa- 
tion” theory, it, like the preceding data, 
points up the dysfunctional aspect of cul- 
ture change—aspirations raised above real- 
istic expectations. 


“. . . through a kind of anticipatory so- 
cialization, [men] take on the values of 
the group to which they aspire . . . an: 


TABLE 6 


Urban-rural aims and symptoms 


Frequency 
of symptoms 
Area student Number 
hopes to live in of cases Low High 
Urban 21 33%, 67% 
Rural 31 46%, 54% 
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ticipation socialization is functional for 
the individual only within a relatively 
open social structure providing for mo- 
bility . . . becomes dysfunctional for the 
individual who becomes the victim of 
aspirations he cannot achieve and hopes 
he cannot satisfy.” 4 


© Other factors examined in the study and 
found with scant relationship to frequency 
of symptoms were: size of family, father’s 
education, religion of parents, population 
of home community, urban-rural residence, 
gemeinschaft-gesellschaft relationships, self- 
Teports of personality adjustment and 
striving. à 


CONCLUSION 


Limitations in the sampling, the semantics 
and the validity of the research preclude 
definitive conclusions or generalizations. 
The intent of the research is rather to ex- 
plore and to provide some initial bench- 
marks or targets for further inquiry. So 
defined and circumscribed, the present re- 
search suggests the hypothesis that mental 
disorders in the Philippines are increasing. 
Insofar as aspirations for personal progress 
are raised by changed cultural patterns— 
urbanization,!2 migration,! mass educa- 
tion, professional opportunities—some 
amount of personal failure and frustration 
is to be expected. If aspirations are widely 
raised without commensurate opportunities 
(€g. good grades or open careers) equally 
Widespread dissatisfaction with self or so- 
ciety may be predicted. Some evidence of 
the latter tendency is already available.!4 
Much less is known of the consequents for 
Mental well-being.15 
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The methods, the hypotheses and the 
tentative findings clearly suggest the need 
for full-scale, comprehensive studies of 
mental illness. Other samples and symp- 
tom inventories may arrive at different con- 
clusions. Only by continuous inquiry will 
valid knowledge of mental disorders in 
“underdeveloped nations” be achieved, 
Without such knowledge the human costs 
of technical and social development can 
hardly be appreciated or effectively min- 
imized. 


11 Merton, Robert K. and Alice S, Kitt, “Contribu- 
tions to the Theory of Reference Group Behavior,” 
Continuities in Social Research: Studies in the 
Scope and Method of the American Soldier, Robert 
K. Merton, ed. (Glencoe, Ill.: The Free Press, 1950), 
87-88. 

12 These dissatisfactions and their sources are well- 
portrayed in Gabila, Antonio S., “The Farmer Goes 
to the City,” Sunday Times Magazine (Philippines), 
September 6, 1959, pp. 10ff. 

18 A forthcoming publication by Agaton Pal, Hu- 
man Resources, Levels of Living and Aspirations, 
discloses that about two out of every five rural 
families in Negros Oriental, Philippines, reported 
attempted migrations which failed. 

14E.g., rural discontent and social movements. See 
such reports as: Rivera, Generoso F., and Robert 
T. Macmillan, The Rural Philippines (Manila: 
Mutual Security Agency, 1952) and Scaff, Alvin, 
The Philippine Answer to Communism (Stanford, 
Calif.: Stanford University Press, 1955). 


45 One recent study theorizes that “large compo- 
nents of [aspiration] unrealism , . . lead us to 
expect serious psychological and social-psychological 
consequences of the failure to realize the aspira- 
tions.” See Antonovsky, A. and M. J. Lerner, 
“Occupational Aspirations of Lower Class Negro 


and White Youth,” Social Problems, 7(1959), 137. 
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A motivation-hygiene 


concept of mental health 


This paper presents a concept of mental 
health based on a study of job attitudes, 
which has been reported in The Motiva- 


tion to Work (2). The concept emphasizes 


the distinction between a positive mental 
health and a negative mental illness. These 
two aspects emerged as operationally dis- 


tinct in the study of job attitudes. This 


operational distinction may have impor- 
_ tant theoretical and research implications 
in the study of behavioral disorders. If 
two dimensions or modes of response—a 
‘positive or approach dimension and a nega- 
tive or avoidance dimension—can be dis- 
tinguished, new problems may arise and 
old confusions disappear. 
Both classical writings and recent papers 
suggest ideas similar to those set forth here. 
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Although the concept is not entirely new, 
two contributions may be new. First, the 
concept needs to be clearly stated. Second, 
the operational distinction between the 
factors associated with approach behaviors 
and the factors associated with avoidance ` 
behaviors need to be clearly defined and 
clothed in some theoretical framework. 
The present paper will cover: (1) a brief 
review of the concept as developed in the 
study of job attitudes; (2) a generalization 
of this concept to the definition of mental 
health and mental illness; (3) some com- 
ment on how this concept fits with tradi- 
tional analytical thinking and with newer 
developments in the bio-chemistry of emo- l 
tional disorders; and finally, (4) a comment 
on research implications. a 
In The Motivation to Work a theory of 
job motivation was presented which con- 
sidered adjustment to work to be made up 
of two separate dimensions; the first com- į 
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ponent dealing with job sagisfaction and 
the second component, with job dissatis- 
faction. The important feature of this 
theory is the implication that these two 
components of work adjustment are not op- 
posites; rather, they are two distinct dimen- 
sions. The theory was generalized from 
data obtained by examining both the sub- 
jective and objective nature of jobs in 
which employees reported that they were 
unusually happy and unhappy. 

Two sets of factors emerged. Unhappy 
employees reported situations which were 
characterized by poor company policies and 
administrative practices, poor supervision, 
poor interpersonal relationships, poor 
working conditions and unfair salary sched- 
ules. The favorable side of these factors, 
however, rarely appeared in the job situa- 
tions when the respondents considered 
themselves happy with their work. It seems 
that these factors were of primary impor- 
tance to the prevention of job dissatisfac- 
tion and had little effect in altering job 
attitudes to a positive state of satisfaction. 
In addition, they were alike in that they all 
referred to the environment in which the 
job task was performed and not to the job 
itself, Because they essentially described 
the job environment and served primarily 
as preventives, they were named the “hy- 
giene” factors, in analogy with such medi- 
cal hygiene approaches as water purifica- 
tion, garbage disposal, smoke control, 
housing control, all of which pertain to 
the environment and serve basically to pre- 
vent ill health. 

As already stated, the analysis of the 
situations in which job satisfaction was Te- 
ported rarely revealed these hygiene fac- 
tors. Instead a completely different set 
was found. The five most frequent were 
achievement, task responsibility, profes- 
sional advancement, interesting work and 
recognition for achievement. These factors 


“ Motivation-hygiene concept of mental health 


HERZBERG AND HAMLIN 


also operated in only one direction, but 
this time to bring about job satisfaction 
and were not involved in the creation of 
job dissatisfaction. Because of their role in 
positive improvement of job attitudes and 
also their discovered effects in enhancing 
work performance, they were named the 
“motivators,” in tune with a popular con- 
notation of motivation. An important fur- 
ther distinction between the hygiene factors 
and the motivators was that the latter per- 
tained to the job content in contrast to the 
job context of the “hygiene” factors. 

The major implication of the motiva- 
tion-hygiene theory involves this concept 
of two separate dimensions. These dimen- 
sions are distinct in the sense that each 
depends on its own separate set of factors. 
One set of factors leads to high satisfac- 
tion but does not contribute in any appre- 
ciable degree to dissatisfaction. Instead, it 
is another set of factors which determine 
dissatisfaction and these, in turn, contrib- 
ute little to high satisfaction. The distinc- 
tion between these two dimensions has 
importance for two reasons. First, the 
relevant factors are specified, derive from 
research data and not from armchair spec- 
ulation and permit systematic manipula- 
tion and analysis. Second, the distinction 
involves a point of view, or conceptual 
shift. This conceptual shift will almost 
certainly lead to major changes in research 
on job satisfaction. Essentially the same 
shift could well lead to an equally impor- 
tant change in theory and research on 
mental health. 

The implications for mental health are 
best introduced by a brief summary of the 
subjective reactions of the employees as to 
why the various factors affected them the 
way they did. For the job dissatisfied situa- 
tion the subjects reported they were made 
unhappy mostly because they felt they were 
being treated unfairly or that they found 
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the situation unpleasant or painful. On 
the other hand, the common denominator 
for the reasons for positive job attitudes 
seemed to be variations on the theme of 
feelings of psychological growth, the ful- 
fillment of self-actualizing needs. There 
Was an approach-avoidance dichotomy with 
respect to job adjustment. A need to avoid 
unpleasant job environments led to job 
dissatisfaction; the need for self-realization 
led to job satisfaction when the opportu- 
nity for self-realization was afforded. 

An “hygienic” environment prevents dis- 
content with a job but such an environment 
cannot lead the individual beyond a mini- 
mal adjustment consisting of the absence 
of dissatisfaction. A positive “happiness” 
seems to require some attainment of psy- 
chological growth. 

It is clear why the hygiene factors fail 
to provide for positive satisfactions: they 
do not possess the characteristics necessary 
for giving an individual a sense of growth. 
To feel one has grown depends on achieve- 
ment in tasks which have meaning to the 
individual. Since the hygiene factors do 
not relate to the task, they are powerless. 
Growth is dependent on some achievements 
but achievement Tequires a task. The 
motivators are task factors and thus are 
necessary for growth; they provide the psy- 
chological stimulation by which the indivi- 
dual can be activated toward his self-real- 
ization needs, 

To generalize from job attitudes to men- 
tal attitudes, we can think of two types 
of adjustment for mental health. First, 
an adjustment to the environment which 
is mainly an avoidance adjustment; sec- 
ond, an adjustment to oneself, which is 
dependent on the successful striving for 
psychological growth, self-actualization, 
self-realization, or most simply, being Psy- 
chologically more than one has been in the 
past. 
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To be sure the “concept of self-actualiza- 
tion, or self-realization as a man’s ultimate 
goal has been focal to the thought of many 
personality theorists. For such men as 
Jung, Adler, Sullivan, Rogers and Gold- 
stein the supreme goal of man is to fulfill 


himself as a creative, unique individual 


according to his own innate potentialities — 


and within the limits of reality. When he 
is deflected from this goal he becomes, as 
Jung says, ‘a crippled animal!’ (2),” Such 
a philosophy in itself, however, fails to de- 
fine self-actualization and fails to specify 
the factors relevant and necessary for re- 
search progress. Mental health remains 
too unique, individual and vitalistic. It is 
a highly personal program or urge which 
can only be released by hygiene measures 


to remove mental illness, and by passive | 


and pious nonintervention. 
Without gainsaying the inherent indi- 


viduality of self-actualization, The Motiva- . 


tion to Work takes a tentative but firm 
step in the direction of specifying the fac- 
tors essential to eliciting mental health. To 
paraphrase John C. Flanagan, speaking on 
The Motivation to Work, only a small 
number of interrelated factors are respon- 
sible for mental health. The key to an 
understanding of mental health is to be 
found in a sense of personal growth and 
of self-actualization resulting from the fol- 
lowing group of factors: achievement, re- 
sponsibility, meaningful work and advance- 
ment (1). This list of factors, admittedly 
tentative, nevertheless establishes a pre- 
liminary basis for the systematic research 
analysis and manipulation of mental 
health. 

Traditionally, mental health has been 
regarded as the obverse of mental illness. 
Mental health, in this sense, is the mere 
absence of mental illness. At one time, the 
psychoanalyst anticipated that mental 


health would be automatically released / 
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when the conflicts of mental illness were 
resolved. And currently, the biochemist 
hopes that mental health will bloom once 
Serotonin and Norepinephrine are prop- 
erly balanced and optimimally distributed 
in the brain. The removal of mental ill- 


` ness will automatically result in mental 


health. 

In essence, this traditional view ignores 
mental health. In general, the focus has 
been on mental illness—on anxiety, anx- 
iety reducing mechanisms, past frustra- 
tions, childhood trauma, distressing inter- 
personal relations, disturbing ideas and 
worries, current patterns of inefficiency and 
stressful present environment. Except for 
sporadic lip service, positive attitudes and 
experiences have been considered chiefly 
in an atmosphere of distress and depend- 


` ency. 


The factors which determine mental ill- 
ness, it is suggested, are not the obverse 
of the mental health factors. Rather the 


- mental illness factors belong to the cate- 


gory of hygiene factors which describe the 
environment of man and serve to cause 
illness when they are deficient, but they 
effect little positive increase in mental 
health. They are factors which cause avoid- 
ance behavior, but only, as we shall de- 
velop, in the “sick” individual do they 
activate approach behavior. The implica- 
tions of the conceptual shift for job 
satisfaction becomes apparent at once. 
Traditional research has focused almost 
exclusively on only one set of factors, on 
the hygiene or job context factors. The 
motivating factors, the positive or self-ac- 
tualizing factors, have been largely neg- 
lected. The thesis of the present paper 
holds that a very similar neglect has char- 
acterized traditional research on mental 
health. 

Specifically, the resolution of conflicts, 
the correction of biochemical imbalance 
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and the modification of psychic defenses 
could all be assigned to the attempts to 
modify the hygiene or avoidance needs of 
the individual. The positive motivating 
factors—self-actualization and personal 
growth—have received treatment of two 
sorts. Either they have been neglected and 
dismissed as essentially not relevant or they 
have been regarded as so individually 
sacred and vague as to defy research anal- 
ysis. At best, the mental health factors 
have been looked upon as important forces 
which could be released by the removal 
of mental illness factors. 

The motivation-hygiene concept stresses 
three points regarding mental adjustment, 
First is the proposition that mental illness 
and mental health are not on the same 
dimension. Contrary to classical psycho- 
analytical belief, the degrees of adjustment 
do not scale from sickness to positive 
health; rather, there are degrees of sick- 
ness and degrees of health. The degree 
of sickness reflects an individual’s reaction 
to the hygiene factors, while the degree of 
mental health represents his reaction to 
the “motivator” factors. 

Second, the “motivator-mental health” 
aspect of personal adjustment has been 
sadly neglected in theory, research and 
application. The positive side of personal 
adjustment has been considered to be a 
dividend or consequence of successful at- 
tention to the “negative-maladjustment” 
side. Third is a new definition or idea of 
mental illness that we should now like to 
develop and propose. The new definition 
derives from the first proposition that 
mental illness is not the opposite of mental 
health and also is suggested by some data 
obtained in the job attitude studies. 

While the incidents in which job satis- 
faction were reported almost always con- 
tained the factors which related to the job 
task—the motivators—there were a few in- 
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dividuals who reported receiving job sat- 
isfaction solely from hygiene factors, that 
is from some aspect of the job environ- 
ment. Commenting on this reversal in The 
Motivation to Work, Herzberg, et al. sug- 
gest that “there may be individuals who 
because of their training and because of 
the things that have happened to them 
have learned to react positively to the fac- 
tors associated with the context of their 
jobs.” These “hygiene seekers” are prima- 
rily attracted to things which in the ma- 
jority of the working population serve only 
to prevent dissatisfaction and not to be a 
source of positive feelings. The hygiene 
seeker has not reached a stage of person- 
ality development wherein self-actualizing 
needs are active. From this point of view 
he is fixated at a less mature level of per- 
sonal adjustment. 

Implied in The Motivation to Work is 
the admonition to industry that the lack 
of “motivators” in jobs will increase the 
sensitivity of employees to real or imagined 
bad job hygiene and consequently the 
amount and quality of hygiene given to 

“employees must be constantly improved. 
There is also the reported finding that the 
relief from job dissatisfaction by hygiene 
factors has only a temporary effect and as 
such adds to the necessity for more frequent 
attention to the job environment. The hy- 
giene factors partake of the quality of 
opiates for meaningless work. The indi- 
vidual becomes unhappy without them but 
relieved only temporarily with them, for 
their effects soon wear off and the hygiene 
seeker is left chronically dissatisfied. 

A hygiene seeker is not just a victim of 
circumstances but is motivated in the di- 
rection of temporary satisfaction. It is not 
that his job offers little Opportunity for 
self-actualization; rather, it is that his needs 
lie predominantly in another direction, 
that of satisfying avoidance needs, He is 


398 


seeking positive happiness via the route 
of avoidance behavior. His resultant 
chronic dissatisfaction is an illness of mo- 
tivation. Chronic unhappiness, a motiva- | 
tion pattern that insures continual dissatis- 
faction, a failure to grow or want to grow— 
these characteristics add up to a neurotic 
personality. 

We would like to suggest that the neu- 
rotic is an individual with a lifetime pat- 
tern of hygiene seeking; and that the defini- 
tion of a neurotic in terms of defenses 
against anxiety arising from early psycho- 
logical conflicts (if valid) at best represents 
the origin of his hygiene seeking. The 
motivation-hygiene view of a neurotic ad- 
justment is free of necessary ties with any 
theory of etiology and our thesis is there- 
fore made independent of conceptualiza- — 
tions regarding the traditional dynamics of 
personality development and adjustment. 
In fact, we suggest that the neurotic moti- 
vation pattern of hygiene seeking is mostly 
a learned process which arises from the 
value systems endemic in society. Our so- 
cial critics appear to be closer to the fun- 
damental problems of our mental health 
crisis than the more dogma-minded be- 
havioral scientists, 

Since total adjustment depends on the 
satisfaction of two separate types of needs, 
we can attempt a rough operational cate- 
gorization of adjustment by examining the 
sources of a person’s satisfactions. A first 
category is characterized by “positive men- 
tal health.” Persons in this category show 
a preponderance of lifetime satisfactions 
coming from situations in which the mo- 
tivator factors are paramount. These fac- 4 
tors are necessary for providing a sense of 
personal growth. They can be identified 
as directly involving the individual in 
some task, project or activity in which W 
achievement or the consequences of 
achievement are possible. Those factors | 
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found meaningful for industrial job satis- 
faction may not be complete or sufficiently 
descriptive to encompass the total life pic- 
ture of an individual. Other factors may be 
necessary to describe the motivators in this 
larger sense, Whatever they may be, the 
criteria for their selection must include ac- 
tivity on the part of the individual—some 
task, episode, adventure or activity in 
which the individual achieves a growth 
experience and without which the indivi- 
dual will not feel unhappy, dissatisfied or 
uncomfortable. In addition, to belong to 
this positive category, the individual must 
have frequent opportunity for the satisfac- 
tion of these motivator needs. How fre- 
quent and how challenging the growth op- 
portunities must be will depend on the 
level of ability (both genetic and learned) 
of the individual and secondly, on his tol- 
erance for delayed success, This tolerance, 
too, may be constitutional, learned or gov- 
erned by dynamic conflicts; the source 
doesn’t really matter to the argument. 

The motivation-hygiene concept may 
seem to involve certain paradoxes. For ex- 
ample, is all achievement work and no 
play; and is the individual of limited abil- 
ity doomed to be a nonachiever, and there- 
fore a hygiene seeker? The answers should 
be obvious already. 

In regard to work and play, achieve- 
ments include all personal growth experi- 
ences. The book on The Motivation to 
Work does focus on industrial production, 
demanded by society or company policy. 
The: satisfying sequences reported, how- 
ever, are rich in examples of creativity and 
individual initiative. Artistic and scholarly 
interests, receptive openness to new in- 
sights, true relaxation and regrouping of 
growth potentials (as contrasted with plain 
laziness) are all achievement or elements 
in achievement. Nowhere is the balanced 
work-play growth element in achievement 
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more apparent than in the mentally healthy 
individual. 

In regard to limitations resulting from 
meagre ability, the motivating history of 
achievement depends to an important de- 
gree on a realistic attitude. The individual 
who concerns himself largely with vague 
aspirations, completely unrelated to his 
abilities and to the actual situation, is sim- 
ply one variety of hygiene seeker. He does 
not seek satisfaction in the job itself; 
rather he seeks it in those surrounding con- 
ditions which include such cultural noises 
as “any American boy can be president” 
or “every young man should have a col- 
lege degree.” The previous quotation may 
be repeated: “the supreme goal of man is 
to fulfill himself as a creative, unique in- 
dividual according to his own innate po- 
tentialities and within the limits of reality.” 
(Italics have been added.) 

A final condition for membership in this © 
most adjusted group would be a good life 
environment or successful avoidance of 
poor hygiene factors. Again those men- 
tioned previously for the work situation 
may not suffice for all the environments 
of the individual. 

Three conditions then will serve to de- 
fine a mentally healthy individual. Seek- 
ing life satisfaction through personal 
growth experiences (experiences defined as 
containing the motivator factors); sufficient 
success commensurate with ability and tol- 
erance for delay, to give direct evidence of 
growth; and finally, successful avoidance 
of discomfort from poor hygiene. 

A second category of individuals are 
characterized by “symptom free adjust- 
ment.” Individuals grouped in this cate- 
gory would also have sought and obtained 
their satisfactions primarily from the mo- 
tivator factors. However, their growth 
needs will be much less reinforced during 
their life because of the lack of opportu- 
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nity. Such individuals will not have 
achieyed a complete sense of fulfillment be- 

' cause of circumstances extrinsic to their 
motivation. Routine jobs and routine life 
experiences attentuate the growth of these 
individuals, not their motivation. Because 
their motivation is “healthy” we do not 
place these persons on the “sick” continuum. 
In addition, those in this category must 
have sufficient satisfactions of their hygiene 
needs. 

The next category represents a qualita- 
"tive jump from the mental health dimen- 
‘sion to the mental illness dimension. We 
may call this category the maladjusted. 
The basic characteristic of persons in this 
group is that they have sought satisfaction 
in life primarily from hygiene sources. 
There is an inversion of motivation away 

m the approach behavior of growth to 
the avoidance behavior of comfortable en- 
vironment. This is the hygiene seeker. His 
“maladjustment is defined by the direction 
of his motivation and is evidenced by the 

environmental source of his satisfactions. 
-= Many in this category will have had a 
significant number of personal achieve- 
ments but since their motivation pattern 
emphasizes hygiene desires, their achieve- 
ments result in no growth experience. We 
have commented before that hygiene sat- 
isfactions are short-lived and thereby par- 
take of the characteristics of opiates. The 
environmental satisfactions for persons 
whom we call maladjusted must be rather 
_ frequent and of substantial quality. It is 
the satisfactions of their hygiene needs 
which differentiate the maladjusted from 
the final category in our system—mentally 
ill. 4 

The mentally ill are lifetime hygiene 
seekers with poor life environments (as 
perceived by the individual). This poor 
environment may be realistic or may reflect 
mostly the accentuated sensitivity to hy- 
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giene deprivation because of their inver- 
sion of motivation. 

The motivation-hygiene concept holds 
that mental health depends on the indi- 
vidual’s history or past experience: In his 
history the healthy individual has suc 
ceeded in growth achievements. In con- 
trast, mental illness depends on a different 
pattern of past experience. The unhealthy. 
individual has concerned himself with sur- 
rounding conditions; his search for satis- 
faction has focused on the limitations 
imposed by objective reality and by other 
individuals, including society and the cul, 
ture, 

In the usual job situation these limita- 
tions consist of company policy, technical 
supervision, interpersonal relations and the 
like. In broader life adjustments the sur- 
rounding conditions include cultural ta- 
boos, social demands for, material produc- 
tion and limited native ability. The 
hygiene seeker devotes his energies to 
concern with the surrounding limitations, 
to “defenses” in the Freudian sense. He 
seeks satisfaction, or mental health, in a 
policy of “defense.” No personal growth — 
occurs and his search for health is not only 
fruitless; it leads to ever more intpicate 
maneuvers of defense or hygiene seeking: 

No one definition of mental illness, or of 
mental health, is likely to satisfy all read- 
ers, Rather than define mental health, i 
might be better to state an initial and ) 
tentative hypothesis. In brief, the hypoth- 
esis inherent in the motivation-hygien¢ 
concept is: psychological income from pre- 
dominantly hygiene sources will character- 
ize the mentally sick. Par 

At present, the two major developm 
in research on mental health es 
around: (1) biochemistry and (2) the nate 
tion and social restoration of PET į 
patients. It may well be argued that drug 


i to 
‘do not, and will not, restore patients 


mental health. To paraphrase again from 
the job attitude studies: certain conditions 
may be established to alleviate mental ill- 
ness, but these conditions have little positive 
effect in developing mental health. 
There is some evidence that the number 
of patients in mental hospitals is on the 
decline. Last year, instead of the usual 
increase of 12,000 there was a decrease of 
7,000." Have drugs cured more patients? 
Probably not. The effect of drugs seems 
so far to have been an indirect effect. The 
best of the tranquilizers has been less ef- 
fective than insulin coma, To date, tran- 
< quilizers and antidepressants have achieved 
two important results: (1) hospital man- 
agement has been revolutionized by the 
over-all effect on social disturbance within 
the institution, this change freeing time 
| and energy for effective social and personal 
| attention to motivation of patients; and 
(2) the promise of drugs has once more 
directed optimistic enthusiasm to the pos- 
sibility of activating and socially rehabili- 
tating long-neglected patients. Drugs, and 
with them motivators, are being adminis- 
tered to withdrawn and depressed patients 
who had been in mental hospitals from 
nine to twenty-six years. Furthermore, the 
long-time interest in practical techniques 
for social restoration of mental patients has 
only recently begun to have effect. What- 
ever favorable results prove valid and last- 
ing should not be hastily attributed to 
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hygiene factors alone. The dual feature 
of the motivation-hygiene concept deserves 
careful consideration. Hygiene factors may 
alter the degree of mental illness but mo- 
tivating or self-actualizing factors may be 
the only factors effective in developing 
mental health. 

The authors recognize that the stress on 
positive health factors is in keeping with 
the zeitgeist. Traditional research on men- 
tal health neglected these factors. More 
recently they have received strong support 
in a variety of developments: research 
around the concept of creativity, the de- 
veloping theme of behavior primacy drives 
and the activation studies of schizophrenic 
patients. The motivation-hygiene concept 
of mental health will not initiate such re- 
search, which has already appeared from 
a variety of sources. The two-dimensional 
theory and the tentative but specific group 
of factors under each dimension may prove 
important as a step toward an effective 
conceptual model. 


REFERENCES 


1, Flanagan, J. C., Leadership Skills: Their Iden 
tification, Development and Evaluation, (Office 
of Naval Research—Louisiana State University 
Symposium on Leadership and Interpersonal Be- 
havior, March 3-5, 1959). 


2. Herzberg, F., B, Mausner and B. Synderman, 
The Motivation To Work (New York: John Wiley 
& Sons, Inc., 1959) . 


401 


DOROTHY TWENTE SOMMER, 
M.M.Ep. 


Music in the autobiographies 


A number of studies have been con- 
ducted to determine the effects of music 
on mental patients. The results of these 
are usually reported in terms of observa- 
‘tions made by experimenters and staff. Yet 
little is known about how psychotics actu- 
ally perceive music and how it affects them 
personally. Most music therapists are able 
to report both positive and negative state- 
ments made by patients during music 
therapy sessions. Few patients have spon- 
taneously reported their experiences with 
music therapy after leaving hospital. 
_ Therefore it is doubtful that any attempt 
` has been made to study the patient’s view 
of music. 
There is reason to believe that the psy- 
chotic perceives music much differently 


Mrs, Sommer is director of music therapy at The 
Saskatchewan Hospital, Weyburn, Saskatchewan, 
Canada, 
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of mental patients | 


from the normal. This is evident from the 
experiences of normals who have volun- 
tarily taken psychotomimetic or hallucino- 
genic drugs. Under LSD (lysergic acid 
diethylamide), mescaline and similar drugs, 
normals report dramatic changes in au- 
ditory perception, particularly in listen- 
ing to music. For some, extremely rhythmic 
music may become overwhelming or fright- 
ening, while a popular piece may suddenly 
appear artificial and ridiculous. Apparently 
the effects of various types of music differ 
for each individual under drugs and no 
attempt has been made to classify them. 
Other valuable sources of information 
concerning the patients’ view of music are 
the autobiographies of mental patients. A 
relatively comprehensive list of these books 
is contained in Sommer’s and Osmond’s (12) 
recent paper. The present article is based 
on the books used in their study, all of 
which met these criteria: , , 


Music in autobiographies of patients 


1. The author had been a patient in a 
mental hospital or was treated by a 
physician for a mental illness; 

2. The book was frankly autobiographi- 
cal; 

3. The book was devoted primarily to a 
description of mental illness or mental 
hospitals. 


The writer has read approximately 43 
such books and of these, 14 authors men- 
tion their experience with music while ill. 
All of these books were included in Som- 
mer’s and Osmond’s sampling except 
Kruger (7), and additional information 
about the books may be obtained from this 
study. The tremendous value of the auto- 
biographies is clear when one realizes that 
these are spontaneous, unsolicited reports. 
When patients about to be discharged are 
asked by investigators to comment on their 
hospital experiences, their statements are 
likely to be solicitous so as not to embarrass 
the hospital staff. These quotations will be 
analyzed first by diagnoses of the patient- 
authors and second by types of musical 
experience, 


DIAGNOSES 


In most cases the diagnoses used were the 
ones assigned the patient by the hospital. 
Where no diagnosis was mentioned, it was 
_ determined by two readers—one a psychia- 
trist, the other a psychologist. The diag- 
noses are listed below: 


Schizo- Paranoid ‘ 
phrenic Schizophrenic Depressive Alcoholic 
Ogden Hackett McCall Seabrook 
Anonymous Schreber H. C. Brown Woodson 
Hillyer Wilkes Dahl 
Thelmar Wingfield Kruger 
Schizophrenics 


For the schizophrenic patients both posi- 
tive and negative experiences are described. 


SOMMER 


Hillyer’s (5, p. 113) reactions are extremely 
adverse. The author mentions how an- 
other patient urged her to play the piano. 
She could not bring herself to play because 
the piano was not hers and music was too 
full of associations for her. When another 
patient played, Hillyer would attempt to 
hide or cover her head until the day room 
was quiet again. She was particularly 
tortured by music which she described as 
being played on a cheap, rasping victrola, 
and she supposed that her attitude spoiled 
the other patients’ pleasure. Hillyer’s ac- 
count points out the importance of using 
good equipment for music listening. Per- 
haps her experience would have been more 
pleasurable if her sensitive ears had not 
been offended. 

On the other hand, Ogden’s (9, p. 94) 
musical experience was quite positive. He 
mentions his pleasure in hearing a record- 
ing of Rimsky-Korsakov’s “May Night” on 
the day room radio. Apparently this piece 
had been a favorite of his and he claims 
that the experience marked one stage in 
his recovery, especially the return of audi- 
tory imagery, which had been atrophied for 
many years. 

During a brief schizophrenic episode, 
Thelmar (13) experienced auditory halluci- 
nations which were musical, On one oc- 
casion (p. 14) it was band music which 
seemed to come from out of doors. On 
another day the patient was conscious of 
nothing except continual music. She says: 


“Music . . . went on all day. When- 
ever I was addressed by invisible people, 
they spoke in song and not in speaking 
voice. I passed a most delightful day, 
quit of all bodily cares and troubles (p. 
139).”” 


However, she did complain of the repeti- 
tious nature of the musical hallucinations, 
which were all sacred, in march time, in 
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the same key and the same harmonies, and 
she wished for some change. 

The most enthusiastic description of 
music is reported anonymously in Philoso- 
phy of Insanity (1). The author says that 
the concerts and dances given the inmates 
“have often soothed and excited, cheered 
the desponding and turned the mind aside 
for the time from the corroding task of 
contemplating its own sorrows, and con- 
sequently ministered to the great purpose 
for which asylums are instituted—the cure 
of insanity (p. 72).” Furthermore, the 
author points to history as a testimony of 
music's “magic influence” over insanity and 
claims its universal application: 

“They [concerts] suit both sexes alike, 
are attractive to youth and to age alike; 
they soothe the excited; cheer the de- 
paesed; and their regular recurrence 

reaks up ... the monotony which must 


ever reign within . . . places of confine- 
ment (p. 73).” 


Modern music therapists May not agree 
that the same music is suitable for all ages, 
sexes and conditions. However they must 
concur with the author of this book that 
the concerts and dances were certainly a 
refreshing change from the hospital routine. 


Paranoid Schizophrenia 


Two writers (both VA hospital patients) 
in this category report negative experiences 
with music, Hackett (4, p. 62) describes a 
ward dance given by a group of volunteers 
as a noisy pantomime; she walked out of 
the day room to get away from it. 
Wilkes (14) is equally scathing about a 
group singing session. He states: 

“The asylum atmosphere would stifle 
song in any man... but the program 
called for singing, so we had singing. 
The OT assigned singer . . . faced his 
audience; then he began; and I put my 
hands over my ears and left the room. 
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The men were shouting . . . words with- 
out melody . . . ‘Carry Me Back to Old 
Virginny’ p. 153).” 


Wilkes further complains that a record 
player and good records were available but 
that they were seldom played. He suggests 
that joyful tunes might have been cheer- 
ing and soft music calming to the patients, 

Wingfield (15, pp. 121-22) is also nega- 
tive, not about music itself, but about the 


Way it was used. The hospital claimed 


excellent facilities for music, but she says 
the patients had no part in it except as 
an audience. Even the church choir was 
composed exclusively of staff. Wingfield 
suggests that mental treatment is more ef- 
fective when “psychic activity” comes from 
within rather than limited solely to absorp- 
tion. 

Schreber (11, p.144) supports Wingfield’s 
opinion on the value of patient participa- 
tion when he describes his own piano play- 
ing as a way of drowning out auditory 
hallucinations. Schreber’s “voices” were so 
adverse to this self-imposed music therapy 
that they cursed him for it, paralyzed his 
fingers, forced him to make mistakes and 
frequently caused the piano strings to be 
broken. This author also purchased a 
symphonium, musical clocks and mouth or- 
gans to obtain temporary relief from his 
hallucinations (p. 250). 


Depressive 


Two of these authors appear most grateful 
for their brief contact with music while in 
hospital. In describing a concert, Kru- 
ger (7) wonders if the guest performers are 
afraid of the patients. Her gratitude to 
them is expressed thus: 


“Thank you very much for coming, for 
looking at us, for smiling, for the music 
and the beauty. There is so little that 
is beautiful here (p. 65).” 


Music in autobiographies of patients 


Robert Dahl (3, p. 215) tells of a spon- 
taneous group singing session which de- 
veloped when another patient began play- 
ing the piano. Staff as well as patients 
gradually joined the group and a happy 
feeling was shared by all. Dahl also men- 
tions his own voice and piano lessons with 
a young music teacher who was employed 
by the hospital. He looked forward to see- 
ing her each week (p. 248). 

Brown (2), another depressive, states that 
music would be desirable as an “indoor 
diversion,” but he blames its absence from 
the hospital on the lack of public funds 
(p. 95). In another section he talks of the 
heartbreak he experienced at a hospital 
dance because the dance music was too 
reminiscent of other times (p. 101). 

McCall (8) gives the only autobiographi- 
cal account of prescribed music therapy. 
Her psychiatrist insists on it although any- 
thing connected with music disturbs her. 
She attends her daily piano practice hours 
unwillingly and accomplishes very little. 
Mrs. McCall's feelings are vividly expressed 
in the following passages: 

“Music appreciation. We all sat dully, 
apathetically, while a bright attractive 
young woman played recordings on a 
portable Victrola—Beethoyen’s “Pastoral 
Symphony.” Beautiful, yes, beautiful for 
you who can listen to it as it really is, 
not distorted into horror by suffering 
that ruins everything. The young wo- 
man explained the different movements, 
reading program notes from a large book. 
I sat tensely, longing to get out. The 
woman beside me kept muttering, ‘I’m 
done for; I'm done for,’ and her aide 
tapped her shoulder and shook her head 
in warning (p. 200).” 

“I sat rE A the piano stool and 
Miss Payne settled herself . . . I opened 
the book of exercises at random. My 
fingers touched the keys and the sound 
gave me a queer kind of sickness. I 
dropped my hands in my lap. I can't do 
it. ‘You will, damn you, you will! That 
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creature is sitting there; have you thought 
that she no doubt reports on your. . . 
TIl show them.’ My fingers stiffly took 
up a series of arpeggios, and the oppres- 
sion of a hundred years of suffering 
seeped from the walls of the room and 
tears rolled down my face (p. 205).” 


Alcoholics 


Although alcoholics are not generally con- 
sidered psychotic, two accounts have been 
included here because it is interesting to 
note their observations while in hospital. 
In both cases the authors describe situa- 
tions on a somewhat detached manner, as 
if they did not consider themselves akin to 
the other patients. Woodson (6, pp. 74-76) 
gives a detailed description of a spirited 
hospital dance which he dubs a “drag-and- 
haul” affair. Apparently there was some 
discrimination among staff and patients, 
even in the types of music played, because 
he says that fox trots and waltzes were re- 
served for employees, while square dances 
were played for patients. Woodson ob- 
served that music seems to control the 
patients. 

“They are part of it, dancing to its 
rhythm in perfect consonance, discarding 
stereotyped and mechanized steps, ex- 
pressing each beat and accent by respon- 
sive movements of their bodies (p. 76).” 
Seabrook (10) mentions occasional con- 

certs—provided through Chautauqua or 
Lyceum bureaus—which brought back nos- 
talgic, small-town memories of the nineties. 
These were given by “sad, pathetic, smil- 
ing women who played ‘Listen to the 
Mockingbird,’ Chaminade, and selections 
from Il Trovatore, on harp, violin and 


flute (p. 78). 


MUSICAL EXPERIENCES 


Eleven different types of musical experi- 
ence are mentioned in the autobiographies. 
These are listed on the following page. 
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Type Authors 
~ Concerts Anonymous, Kruger, McCall, Sea- 
brook, Wingfield 
Dances Anonymous, Brown, Hackett, 


Wingfield, Woodson 
Author playing 


instrument Hillyer, McCall, Wingfield 
Other patient 
playing Dahl, Hillyer 
“Music lessons Dahl 
Christmas 
music Seabrook, Wingfield 
Auditory hal- 
lucinations Thelmar 
‘Choral groups McCall, Wingfield 
Informal group 
singing Dahl, Wilkes, Wingfield 
_ Music on radio Hillyer, McCall, Ogden, Wilkes, 
orphonograph Wingfield 
Prescribed music 
therapy McCall 


Since the nature of these musical ex- 
‘periences has been discussed in detail in 
the previous section on patient diagnoses, 
we will only discuss a few here. It should 
be noted that concerts and dances are 
among those mentioned most frequently. 
The anonymous author of Philosophy of In- 
sanity (1) gives us the earliest report (1860) 
and perhaps the reason for their inclusion 
in mental hospitals. In contrast to the early 
days of Bedlam this was a time when men- 
tal patients were treated humanely. How- 
ever, there must have remained a certain 
amount of stigma and dread concerning 
“lunatic asylums.” This anonymous author 
Praises the attempts of the hospital super- 
intendent to publicize and familiarize the 
public with the hospital by giving con- 
certs and balls for the inmates (p. 8). He 
invited newspaper representatives to these 
occasions and the proceedings were re- 
ported to the public. 

Two Christmas incidents will be men- 
tioned here because music therapists have 
noted that patients respond more readily 
at Christmas-time. Perhaps it is a com- 
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bination of the added familiarity of the 
music, the spirit of the season and pleas- 
ant associations with the past. Wingfield’s 
(15, pp. 32 ff.) experience reinforces this 
assumption. She describes the mounting 
wave of Christmas spirit that is shared by 
patients and staff alike, saying that it was 
“the first time any of us had shown any 
spontaneous cheerfulness,” with particular 
reference to carol singing. She was im- : 
pressed by the procession of staff carollers 
who came through the ward on Christmas 
Eve and she says that after this she was 
able to sleep without sedatives for the first 
time since hospitalization. 
Seabrook (10) also gives an account of 
Christmas carollers, but with biting satire: 
“Soon they came, a rather solemn and 
beautiful procession . . . the nunlike 
choristers . . . proved to be nurses and 
behind them marched a motley collec- 
tion of males recruited for their voices 
from all branches of the hospital . . . 
The carol they sang as they came down 
the long corridor . . . was to the tune of 
“Tannenbaum” . . . I thought to myself: 
Are they crazy or are we . . . Gertrude 
Stein would like this, for here is what 
they sang, verbatim: 
‘Oh, Christmas tree, Oh, Christmas tree, 
Oh, Christmas tree, Oh Christmas tree! 
Oh Christmas tree 
Oh Christmas tree, 
(Etc.) 


“They sang it fervently . . . and rather 
well. It was as soothing and unlikely to 
excite as the movies in which the hero 
was a horse. . . . (p. 84).” 

Three of the authors in the sample had 
been musicians before illness. Of these, 
Hillyer (schizophrenic) and. McCall (de- 
pressive) found music too painful during 
illness and made every effort to avoid it. 
Schreber (paranoid schizophrenic) on the 
other hand, found it extremely helpful as 
a sort of self-prescribed music therapy. Mc- 
Call, who mentions the only example of 


Music in autobiographies of patients 


prescribed music therapy, gives no evidence 
that it played an important part in her 
eventual improvement, which she credits to 
insulin treatment. 


SUMMARY 


_ The books reviewed in this study cover a 
century of mental illness and therefore give 
us a wide range of musical experiences 
from the patients’ point of view. These 
examples have been studied in terms of 
the authors’ diagnoses and types of musical 
experiences. Because of the small number 
of patients involved, no conclusions can 
be drawn concerning the relationship be- 
tween the patients’ diagnoses and his view 
of music. One can only observe that to 
some, music was painful because of past 
associations, while others complained not 
of the music itself, but the way in which 
it was used. Still others praised music as 
a treatment for the insane. This reinforces 
the idea that music means all things to all 
people and cannot be prescribed by diag- 
Noses, 
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THOMAS L. D’ZMURA, M.D. 


A study of the criteria 


for admission to a psychiatric ward 


] INTRODUCTION 


This is a study of admission procedure. 
It is concerned with the criteria used by 
physicians who selected patients for admis- 
sion to the psychiatric ward of a large urban 
general hospital. 

Certainly it is true that the factors in- 
volved in the decision to admit or not to 
admit any ‘one patient are many and that 
their influences on the decision are simul- 
taneous and interconnected. This study 
does not deal with all of these factors, and 
it does not fully delineate the complicated 
Process of decision making, which was the 
responsibility of the admitting physicians. 
It is, instead, a more circumscribed study 
of the criteria which seemed to be of out- 
standing importance for the decisions con- 
cerning admission and which seemed to 
represent best the processes of decision, 
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A number of recent articles have been 
concerned with the sociologic aspects of 
the admission of patients to psychiatric 
wards. One example of these is the article 
by Erikson (1) in which he contrasts the 
clinical diagnosis of existing need for psy- 
chiatric treatment with the social diagnosis 
of altered social status. Another article, 
by Sivadon (5), represents in detail some 
procedures used to make the admission of 
patients to a psychiatric ward as therapeu- 
tically meaningful as possible in the gen- 
eral framework of “sociotherapy.” 

Kohl (2) and Levine (3) have discussed 
the criteria for admission to psychiatric 
hospitals which are involved in teaching 
and research as well as in customary patient 
care. At the hospital Kohl describes, the 
responsibility for admission of patients is 
placed at the administrative staff level; at 
this hospital, “ideally, he [the administra- 
tive staff physician] admits only those pa- 
tients who are suitable for treatment as 
well as being of particular interest with re- 
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gard to teaching and research (2).” Levine, 
on the other hand, feels that the selection 
of patients on the basis of their need for 
hospitalization provides excellent ground- 
work for a psychiatric residency training 
program, and he writes that patients 
“should be accepted if they have, or seem 
to have, some sort of psychiatric disorder, 
no matter what the disorder may be, so 
long as there is a bed available (3).” 

Parsons, in writing about the organiza- 
tional aspects of mental hospitals, has de- 
fined the primary criterion of hospitaliza- 
tion as “need in the particular sense defined 
by being mentally ill (4).” 

The procedures of admission and the 
criteria for admission have been discussed 
in these varying ways. This study repre- 
sents an attempt to amplify and to define 
better the criteria for admission as they 
were noted at one hospital. 


THE SETTING 


The hospital where this study was done is 
a large urban general hospital having an 
active psychiatric service for both hospital- 
ized patients and for outpatients. The 
psychiatric pavilion has a 60-bed capacity; 
ordinarily, however, patients are not ad- 
mitted directly to the open wards of the 
pavilion. There are 30 beds on the wards 
to which patients are admitted; 15 of these 
(one ward) are for men, and 15 are for 
women. The great majority of patients 
considered for admission are seen in a sepa- 
rate receiving ward by the admitting physi- 
cians, Occasionally there are referrals for 
admission from such other wards of the 
hospital as medical and surgical. 

The responsibilities of the psychiatric 
staff are derived from two major areas: first, 
from responsibility to the surrounding and 
supporting community for the care of the 
Mentally ill of that community; and sec- 
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ond, from responsibility for the continu- 
ance of a very active program in teaching 
and research in psychiatry. The admission 
of patients to the ward is carried out by a 
small group of resident physicians, usually 
six or eight in number, who work as a team 
for a period of six months on the ward 
and who are charged with almost total re- 
sponsibility for the care of the patients on 
the ward. Their work is scrutinized and 
supervised to some extent by a number of 
people. n 

Perhaps the most important of these su- 
pervisors, insofar as admission policy is 
concerned, is the chief resident on the ward 
service, a resident in his third year of train- 
ing. The chief resident works intensively 
with the other residents on the ward, and 
he is probably able to impart to them more 
cogently a working acquaintance with de- 
partmental policy concerning admissions 
than can the ‘other staff members who also 
have supervisory responsibility. But it is a 
fundamental understanding in the training 
program and in the actual workings of the 
ward that, in general, the final decision 
about admission of any patient to the ward 
is made by the junior residents themselves, 
without immediate supervision by admin- 
istrative superiors. There are some excep- 
tions to this rule, however. Most of these 
exceptions involye patients who are hos- 
pitalized under legal constraint and for 
whom the admitting physicians need make 
no decisions. 

Also, at times the admitting physicians 
will be directed to admit certain patients 
by members of the department senior to 
them; this sort of direction is considered 
to be unusual. In this study there was 
no consideration of the patients who were 
admitted to the ward under legal constraint. 
For the purpose of this study all the admis- 
sions considered were called “elective ad- 
missions” to indicate that, despite the oc- 
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casional direction by senior staff persons, 
the decisions regarding individual admis- 
sions to the ward were the responsibility 
of the admitting physicians themselves. 


THE GOALS 


The origins and impetus for this study 
arose chiefly from the author’s experience 
as an admitting physician for the ward. 
Tt seemed to him, for example, that despite 
the fact that there was a very active and 
Vigorous teaching program on the ward, 
patients were rarely—if at all—admitted 
solely for their supposed value as “teach- 
ing” patients. It seemed to him that even 
in the consideration of individual patients 
for admission, the criteria for admission 
were sometimes quite ill-defined, so that 
such things as “clinical judgment” and 
“intuition” were used as important but 
undefinable criteria. It seemed, too, that 
even though the admission of patients was 
apparently on an elective basis, with the 
state of health of the patients as primary 
concern, not infrequently the admitting 
physician was faced with pressures of one 
Kind or another—administrative, commu- 
nity or interpersonal—so that his decisions 
were in some ways forced by circumstances 
not relating directly to the state of health 
of the patients concerned. 

This study represented in part the au- 
thor’s attempt to delineate and to quantify 
‘these impressions of experience. In addi- 
tion, it seemed worthwhile to attempt a 
formal assessment of the criteria for admis- 
sion to such a ward, for, so far as the author 
can determine, there has been no similar 
study, 


THE DESIGN 


Direct interviewing of the admitting physi- 
cians by the author was to be the basis 
for the gathering of data in the study. The 
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author planned to interview all but one of 
the admitting physicians on the ward serv- 
ice at least once during the period from 
August 1, 1959, to December 15, 1959. The 
admitting physician who was not inter- 
viewed planned to leave the service after 
a period of three months rather than the 
usual six, and it was decided that, since 
his situation on the ward was somewhat 
unusual, he would not be interviewed. 

The period of time chosen for the study 
made up the bulk of time that the resi- 
dent group worked on the ward, their as- 
signment beginning on July 1 and ending 
on January 3. There was no interviewing 
during July and none after December 15 
because it seemed likely that the data to 
be obtained in interview would be in- 
fluenced atypically by such things as rela- 
tive inexperience of the residents at first, 
and later by the oncoming change of service 
and resident staff. Each of the admitting 
physicians was to be responsible for admis- 
sions approximately three or four days a 
month, and each physician was to be inter- 
viewed the day following at least one of his 
days on call for admissions. One of the 
physicians was to be interviewed on the 
days following all of his days on call. 

In each interview the author planned to 
review with the particular admitting physi- 
cian each patient that the physician ad- 
mitted and each that he saw but did not 
admit. The author planned to record for 
each patient so considered his name, age, 
sex, race, marital status, if this information 
were known, as well as the clinical diagno- 
sis for each patient and the time of day 
that each patient was seen by the admitting 
physician. 

This information would be used particu- 
larly in determining if any unusual trends 
of difference existed between the group of 
patients admitted and the group not ad- 
mitted. Also, it seemed worthwhile to cor- 
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relate time of day with admission and 
nonadmission, again to see if trends of 
difference were present. Then would be- 
gin an inquiry into the criteria that the 
admitting physician used in his decision 
concerning each patient. The physician 
would be encouraged to express these cri- 
teria spontaneously at first. After this 
spontaneous expression, the author would 
attempt to gain supplementary and clarify- 
ing information about what had been said, 
as well as to review other possibilities of 
criteria that had not already been given. 
Together they would attempt to assess the 
rélative importance of the various criteria 
in regard to each admission. 

To allow beginning categorization of the 
criteria, a list of categories worked out be- 
fore the interviews was to be used as a 
guide for the author during each interview 
and as a basis for later, final categorization 
of the criteria. These preliminary cate- 
gories of criteria were: 

I. Criteria related directly to the state 
of health of the patient. 

A. Symptoms as reported by the 
patient. i 

B. Signs as elicited from the patient. 

C. History given by others, relating 
to the patient. 

Il. Griteria apparently related directly 
to the state of health of the pa- 
tient but without clear definition, 
e.g., “intuition.” 

Ill. Criteria related to the supposed edu- 
cational value of the patient in 
the teaching program. 

IV. Criteria not related directly to the 
state of health of the patient and 
not related to education, e.g., the 
number of beds available on the 
ward, the direction to admit by. 
senior staff. 


V. Other criteria. 


_ With the completion of this data-gather- 
ing part of the study—after approximately 
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50 admissions had been covered in inter- 
view—the data were to be compiled and 
tabulated and, in particular, the criteria 
for admission were to be categorized as 
meaningfully as possible. Then the data 
could be examined, using statistical com- 
parison of frequencies as well as more im- 
pressionistic appraisals. 


THE RESULTS 


These data were derived from 29 inter- 
views. With five exceptions, the interviews 
took place on the days following the resi- 
dents’ days on call; the greatest gap in time 
between day on call and day of interview 
was four days. The author interviewed 
seven residents, that is all but one of the 
admitting physicians on the ward, and 56 
admissions and 81 nonadmissions were re- 
viewed. Approximately 13 per cent of the 
total number of admissions to the ward 
during the time period of the study were 
included in the study. 

Tables 1 and 2 present an outline of the 
data concerning the patients who were con- 
sidered in the study. The age, sex, race 
and marital status of the patients are pre- 
sented, as well as the clinical diagnoses for 
them. Also noted for each patient was the 
time of day that the admitting physician _ 
saw him. In Table 3 is a summary of this 
information. 

The derivation of the final categories of 
criteria and of the frequencies of the use 
of each category by the admitting physi- 
cians had its basis in the appraisal of the 
data gathered in the interviews and in the 
modification of the a priori categories used 
as guides during the interviews. During 
each interview, for each patient considered, 
the author asked the admitting physician 
to express his opinion on which of the 
criteria used in the assessment of the pa- 
tient seemed to carry the most weight in 
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TABLE 1 


Age, sex, race, and marital status of patients 
seen by the admitting physicians 


Age Sex 
Range: Men: 
A dniissions 15-87 yrs. 29 
(N=56) 
Median: Women: 
43.75 yrs. 27 


Race Marital status 
Cauc,: Single 16 
41 Married 17 
Separated if 
Negro: Divorced 7 
15 Widow(er) 6 


Unknown 3 
Range: Men: Cauc.: Unknown in 


Nonadmissions 16-80 yrs, 27 
(W=8!) Median: Women: 
85.5 yrs, 54 


the process of decision, Also, he asked 
the physician to choose the next most im- 
portant criterion, in his opinion, for each 
patient. Consequently, there was the possi- 
bility of deriving two criteria, one to be 


TABLE 2 


Clinical diagnoses for patients seen 
by the admitting physicians 


Adm. Non. adm. 

Psychoneurotic disorder 2 12 
Personality disorder 1 20 
Psychotic disorders of 

Psychogenic origin 23 13 
Acute and chronic brain 

disorders 20 9 
Mental deficiency 1 
Alcoholism (without 

other diagnosis) 5 
Drug addiction 1 
Undetermined: 

Depression 3 2 

Suicide attempt 3 3 

Other symptom 3 15 
Nonpsychiatric illness 1 
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50 most cases 
Negro: 
31 
TABLE 3 


Frequency of admission and non- 
admission in relationship to 
time of day 


Time periods 


8:00 A.M.-12 Midnight 
12 Midnight-8:00 A.M. 


Admissions 50 6 


Nonadmissions 69 12 


called primary and the other secondary, 
which would represent each decision that 
the admitting physician made regarding 
the admission or nonadmission of each 
patient. 

At times there seemed to be no second- 
ary criterion, and only one primary criterion 
represented the decision regarding a pa- 
tient. In most instances the primary criteria 
seemed to be of overriding importance to 
the decisions. Consequently, the author 
placed emphasis on the comparison of the 
frequencies of usage of the primary criteria 
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in this study. Using this kind of procedure 
the presumed significance of each of the 
primary criteria noted for each patient con- 
sidered in the study was this: that the crite- 
rion noted represented the most important 
criterion which the admitting physician 
used in the process of his decision to admit 
or not to admit each patient. 

The final categories of criteria were: 


t. Criteria based in direct examination 
of the patient. 

2. Criteria based in history as given by 
people other than the patient. 

3. Intangible criteria, e.g, “intuition.” 

4. Criteria pertaining to the supposed 
value of the patient to the teaching 
program. 

5. Criteria based in authority of people 
other than the admitting physician. 

6. Criteria pertaining to referral of pa- 
tients. 

7. The criterion of availability of beds 
on the ward. 


The first category—criteria based in the 
examination of the patient—combined two 
of the original categories: of history as given 
by the patient and of signs elicited by di- 
rect examination of the patient. This com- 
bination seemed appropriate, particularly 
for the psychiatric patients considered in 
this study, since quite often the history of 
illness as it was given by the patient pro- 
vided the vehicle by which the signs of 
illness were made apparent to the admit- 
ting physician. This category, when it was 
used in reference to patients who were ad- 
mitted, included such criteria as, for exam- 
ple, the history of heavy intake of alcohol, 
the history of auditory hallucinations or 
evidence of bizarre ideation or retardation 
of motor activity. When it was used in 
reference to patients not admitted, the 
category included, for example, instances 
When the apparent absence of particular 
symptoms and/or signs of mental illness 
Was noteworthy or instances when the de- 
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gree of illness was thought not to be severe 
enough to warrant hospitalization. 

The second category—criteria based in 
history as given by people other than the 
patient—was used in such instances as 
when a mute patient was brought to the 
hospital for evaluation and the only avail- 
able information about his background 
was obtained from such people as his family 
or the police. 

The third category—intangible criteria 
such as “clinical judgment,” “intuition,” 
or “playing a hunch” on the part of the 
admitting physician—was used when this 
sort of criterion seemed most important to 
the decision concerning the admission of 
the patient. 

Criteria pertaining to the supposed value 
of the patient to the teaching program on 
the ward made up the fourth category. 

The last three categories were elabora- 
tions and clarifications of the original cate- 
gories IV and V. Category 5—criteria based 
in the authority of people other than the 
admitting physician—included such in- 
stances as the patient’s refusal to be ad- 
mitted even though admission had been 
advised, or the decision of the patient's 
family to have him hospitalized elsewhere, 
or the admission of a patient because it 
had been recommended by a senior staff 
physician. Criteria pertaining to the refer- 
ral of patients made up Category 6, and 
these include the times when, for example, 
the availability of psychiatric care on an 
outpatient basis seemed most important to 
the admitting physician’s decision to refer 
the patient rather than to admit him to 
the hospital, or when the inability of the 
admitting physician to locate a suitable 
place of referral seemed most important to 
the decision to admit. Category 7 was 
used when the availability of beds on the 
wards seemed most important; for exam- 
ple, when the physician felt that a patient 
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7 TABLE 4 


Frequencies of usage of the categories of primary criteria 


Categories and frequencies 


“Patient” criteria Educat. “Circumstance” criteria 
Exam. History Intang. criteria Auth, Refer. Beds Total 
2 1 0 3 0 0 16 
aa said A d 2 0 4 6 0 40 
(N=56) r. M. 

Total 33 7 3 0 7 6 0 56 

0 4 2 7 30 

Nonadmissions peel sth 5 y j 5 7 v 5 i 
(N=81) Dr. M. 2 

Total 41 2 13 0 7 9 9 81 


1 Detailed description of each category is given above under “The Results.” 
2 The admitting physicians, with the exception of Dr. M. 


should be admitted but when he was un- 
able to admit him because of the lack of 
open beds, 

Table 4 shows the frequencies of usage 
of criteria in each of the categories. Dr. 
M. participated in interviews after each 
of his days on call; consequently, the num- 
ber of patients he saw was considerably 
higher than the number of patients seen 
by the other physicians, 

For ease in the statistical comparison of 
the frequencies of usage of the primary 
criteria and to provide a simplified frame- 
work for presentation of the frequencies of 
the secondary criteria, two groups of cate- 
gories were derived from the seven basic 
categories. The first group includes cate- 
gories 1, 2 and 3 and is called the “patient 
group” to indicate that the state of health 
of the patient was directly pertinent to 
these categories of criteria. The second 
group includes categories 5, 6 and 7 and 
is called the “circumstance group” to indi- 
cate its relationship to circumstances not 
directly related to the state of health of the 
patient, Category 4, pertaining to educa- 
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tion, was not included in these groups. 
(See Table 4). 

Since the majority of patients was seen 
by only one of the admitting physicians, a 
comparison of the frequencies of his use 
of the different categories of criteria with 
the frequencies of use by the rest of the 
group combined was necessary to show that 
the entire sample was, in fact, a fairly | 
homogeneous one and that it could be con- 
sidered as a whole. Comparison of the 
frequencies of criteria used by Dr. M. and 
by the rest of the group for admissions 
showed no significant difference using the — 
chi-square method (P>0.90). Although 
there was a trend toward significant differ- 
ence in regard to nonadmissions, (P>0.05), 
there was no difference thought to be sig- 
nificant enough to preclude consideration 
of the entire sample as a homogeneous one. 

The design of this study was such that 
the frequencies of criteria for nonadmis- 
sions should have paralleled closely the 
frequencies of criteria for admissions, pro- 
vided the technique of interviewing and 
the categorization of criteria had been 
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fairly uniform. Comparison of frequencies 
of criteria for admission with frequencies 
for nonadmission, using the chi-square 
method, showed no significant difference 
(P>0.30). 

Secondary criteria were listed for 51 of 
the 56 admissions and two trends of usage 
were noted to be different from the usage 
of primary criteria. Criteria pertaining to 
education were of secondary importance 
in nine admissions, although not once were 
they of primary importance. “Circum- 
stance” criteria were used secondarily only 
three times for admissions, although their 
relative use as primary criteria was much 
greater. All of the other secondary criteria 
were of the “patient” group. 


DISCUSSION 


Inspection of the information compiled 
about the patients themselves (Tables 1 
and 2) revealed some trends toward differ- 
ence between the group of patients ad- 
mitted and the group not admitted. The 
slight difference in the median ages, with 
the median age for admissions being higher 
than for nonadmissions, may have reflected 
a higher incidence of serious mental ill- 
ness with increasing age in the sample 
studied. It did not seem to indicate a 
criterion for admission based on age, how- 
ever, 

Although there was a significant differ- 
ence in regard to sex, (P < 0.05 using the 
chi-square method), it did not seem to indi- 
cate a distinct criterion. The number of 
beds potentially open to women was the 
same as it was for men and the relative 
overload of women was handled in part 
by the use of the criterion of bed avail- 
ability. Each time that this criterion was 
used, it was in reference to a woman. 

The trends toward difference in the clin- 
ical diagnoses for admissions and for non- 
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admissions were striking and seemed to re- 
flect the tendencies to admit patients with 
serious illness and not to admit patients 
with less severe illness. But the fact that a 
number of patients were not admitted, even 
though their clinical diagnoses were of 
serious illness, indicated that clinical diag- 
nosis in itself was not a consistently used 
criterion for admission, if it were a crite- 
rion at all. 

It seemed unlikely that the time of day 
that the patients were seen had any influ- 
ence on their admission. Comparison of 
the frequencies listed in Table 3, using the 
chi-square method, showed no significant 
difference (P>0.30). 

Insofar as the comparison of the fre- 
quencies of usage of the primary criteria 
was concerned, gross inspection of the data 
of Table 4 showed more frequent use of 
criteria in the “patient” group, less fre- 
quent use of criteria in the “circumstance” 
group and no use of criteria pertaining to 
education. Using the entire sample of 137 
patients, the percentage for whom “‘pa- 
tient” criteria were primary, was 72.3 per 
cent, “Circumstance” criteria were pri- 
mary for the remainder, 27.7 per cent. As- 
suming this to be a simple sample, the 
confidence interval for this latter value lies 
between 20.1 per cent and 35.3 per cent. 
The inference is that if similar studies were 
repeated on this ward, one could reason- 
ably expect that at least 20 per cent of the 
decisions concerning admission of patients 
to the ward primarily would involve 
criteria of “circumstance.” 

That the criteria of “circumstance” 
should have proved to be so important, 
was notable and worth an attempt at ex- 
planation. Perhaps the derivation of the 
categories of criteria was in some cases 
artificially slanted toward factors not pa- 
tently based on the state of health of the 
patients, so that these factors could be 
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better amplified. Perhaps elements of 
counter-transference of the admitting physi- 
cians were reflected here; there was no 
accurate appraisal of unconscious motives 
and attitudes possible in the study. It 
seemed most likely, however, that the im- 
portance of the criteria of “circumstance” 
was a realistic reflection of the importance 
of factors which arose outside of the two- 
person, doctor-patient relationships to exert 
decisive influence in the transactions of 
those relationships. The position of the 
admitting physicians in the administrative 
functioning of the hospital, and their rela- 
tive dependence upon other community 
resources as they represented their own 
agency in the community, seemed of espe- 
cial significance. 

A study of this sort—in its design and 
in its scope—is subject to two questions 
which must be answered in evaluation of the 
study. The first question is: Does the study 
accurately reflect what actually happened 
at this hospital? And the second is: Is 
there the possibility of application of the 
results of the study to other hospitals, as 
if to say that what happened here prob- 
ably is what happens at any hospital? 

The first question can be answered in 
this way: the results of this study are prob- 
ably an accurate reflection of what actually 
happened, so far as the study went. It is 
worth re-emphasizing that the Process of 
decision about such a matter as the admis- 
sion of a patient to a psychiatric ward is 
complicated and multidetermined. Built 
into this study was a great deal of sifting 
out of data and of arbitrary categorization 
so that, eventually, processes which often 
involved many factors were represented by 
essentially single determinants. Thus the 
focus here was not on the total process of 
decision in each instance; rather it was on 
individual factors of importance in each 
decision. To this extent the study would 
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seem to have reasonable accuracy in its 
reflection of the criteria for admission. 


The second question is more simply an- 


swered. There is no reason to assume that 
the results of this study have general ap- 
plication. Itis easily conceivable that were 
other similar studies done at different hos- 
pitals, there would be similar findings in 
some cases, for it seems unlikely that this 
hospital would prove to be vastly different 
from all others. Yet it remains clear that 
there is no possibility of generalization 
from the results of this study. 


SUMMARY 


This is the report of a study of the criteria 
for admission to the psychiatric ward of a 
general hospital. 

The author used direct interviews of the 
admitting physicians for the ward as his 
method of gathering data. Selection and 
categorization of the data followed in order 
to derive what were called the primary 
criteria for admission. 

The study covered a period of four and 
one-half months and yielded information 
pertaining to 56 admissions, and to 81 non- 
admissions. There was no consideration 
of admissions forced because of legal con- 
straint of the patients. 

Seven categories of criteria were used in 
the study. These made up three groups 
of criteria: 


1. Those pertaining directly to the state 
of health of the patient. 

2. Those pertaining to the supposed value 
of the patient to the psychiatric 
training program of the hospital. 

3. Those pertaining to circumstances 
which were not directly related to 
the state of health of the patient. 


Tabulation and comparison of the fre- 
quencies of usage of the different criteria 
showed that: 
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1. Criteria pertaining to the educational 
value of patients were not used at 
all as primary criteria. 

2. Criteria pertaining directly to the state 
of health of the patient were of pri- 
mary importance for 72.3 per cent of 
all the patients considered. Criteria 
of “circumstance” were of primary 
importance for the remainder, 27.7 
per cent of the patients. 


Comments about the scope and signifi- 
cance of the study and of its findings are 
included, 
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Attitudes toward mental illness, anomia 


and authoritarianism among state 


hospital nursing students and attendants | 


The traditional or modern attitudes to- 
ward mental illness held by the lay public 
are assumed to be important when early 
recognition of symptoms delays treatment 
or hospitalization of the patient and when 
stigma prevents the community acceptance 
or hinders the rehabilitation of former 
mental patients. Important as the lay pub- 
lic’s attitudes toward mental illness are the 
views of mental hospital nurses and at- 
tendants—occupational groups who are in 
direct contact with patients during hos- 
pitalization and treatment. 

If nurses or attendants stigmatize the 
mental patient and respond to him with 
fear, ridicule, rejection and hostility, it is 
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assumed that his recovery will be hind- 
ered and his subsequent rehabilitation re- 
tarded. On the other hand, the modern | 
attitudes of acceptance and understanding 
of the patient and his illness are assumed 
to contribute to his recovery and aid his | 
readjustment upon release from the in- 
stitution, However, before unfavorable at- 
titudes toward mentally ill persons can be 
improved, we need to know more about 
these attitudes and related social and psy- 
chological factors. The measurement and 
study of selected factors related to tradi- 
tional-modern attitudes of mental illness | 
is the problem area of this research. 

The purposes of the study were: (1) to 
construct two scales to measure traditional- 
modern attitudes held by both the lay 
public and mental hospital personnel toj 
ward stigma and symptoms of mental ill- 
ness; and (2) to relate these traditional- 


modern attitudes to the personality factors 
of anomia and authoritarianism among two 
occupational groups—nurses and attend- 
ants in a state mental hospital. 


: THE CONCEPTION AND MEASUREMENT 
OF TRADITIONAL AND MODERN 
ATTITUDES 


The conception of mental illness—Recent 
studies concerning mental illness have in- 
dicated that contrasting viewpoints are 
held by different members in our society. 
These approaches have been given various 
names but, in general, they reflect two 
broad but different orientations to the 
phenomenon of mental illness—lay or pro- 
fessional, public or psychiatric.? ‘The pres- 
ent study, based on the above conceptions 
of mental illness, describes traditional and 
modern attitudes. The traditional ap- 
proach, which corresponds rather closely 
to the less informed lay or public view- 
point, defines mental illness as a type of 
deviation from normative-rational stand- 
ards. On the other hand, the modern ori- 
entation, which is similar to the concep- 
tions held by the mental health professions 
and better informed lay public, see mental 
illness in psychiatric or psychological 
terms.3 

Persons who hold traditional attitudes 
about mental illness perceive symptoms as 
Violent, irrational and unpredictable be- 
havior. According to the traditionalist, a 
sharp difference is felt to exist between the 
normal and abnormal.’ The actions of the 
Mentally ill are not considered to be un- 
derstandable because the patients have not 
only lost their minds; they no longer 
Possess basic human qualities. On the 
other hand, the modern attitude sees a wide 
Variety of psychiatric and psychological 
symptoms as indicative of mental illness. 
Some of these are severe mood swings that 
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incapacitate, suspicion that persists despite 
proof to the contrary, unreasonable fears 
that incapacitate, extremes of depression, 
withdrawal into an imaginary world and 
pathological lying. 

Traditional attitudes stigmatize the men- 
tally ill, the emphasis being on fear, horror, 
shame and disgrace. The former mental 
patient, upon his return to his family and 
community, encounters such traditional at- 
titudes as suspicion, hostility, rejection and 
avoidance. From the modern orientation 
there is little or no stigma, fear, ridicule, 
shame or disgrace connected with a mental 
illness. The modern approach focuses 
upon family and community attitudes of 
acceptance and sympathetic understanding 
that looks forward to the restoration of full 
status, privileges and responsibilities. 

The measurement of traditional and 
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TFor details of the Likert technique see Goode, 
William J. and Paul K. Hatt, Methods in Social 
Research (New York: McGraw-Hill Book Co., Inc., 
1952), 270-276. See also Murphy, Gardner and 
Rensis Likert, Public Opinion and the Individual 
(New York: Harper and Bros., 1938). 

The questions (from which the scales were con- 
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graduate classes of 65 students from Florida State 
University; two classes of student nurses, totaling 
87, affiliating at Florida State Hospital; and two 
classes of attendants, 45 in all, enrolled in an 
inservice training program at Florida State Hos- 
pital. 

The responses to the questions included six 
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disagree.” The arbitrary method of scoring the 
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was used as given in Garrett, Henry E., Statistics 
for Psychology and Education (New York: Long- 
mans, Green and Co., 1947), 338, 
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study included the two groups of nursing students 
‘mentioned above and Succeeding classes affiliating 
at the same hospital, to make a total of 179 student 
nurses. To the 42 attendants were added succeed- 
ing classes, to make a total of 152, All subjects 
completed the questionnaires between June 1, 1959, 
and January 31, 1960. 

‘The questions included in the scales were checked 
for the new subjects by the Likert technique in the 
same manner indicated above. 
10Srole, Leo, “Social Integration and Certain 
Corollaries; An Exploratory Study,” American 
Sociological Review, 21(December, 1956), 709-16. 
With the permission of Dr, Srole, his anomia scale, 
with the exception of question number one, was 
used. All items were checked by the Likert tech- 
nique. 

11 Ibid., see also Adorono, T, W. etal., The Authori- 
tarian Personality (New York: Harper and Bros., 
1950), 

Four of the items of the F-Scale as given by 
Srole were used. However, item number five was 
dropped because it did not discriminate according 
to the Likert technique. In its place this was 
added: “What young people need most of all is 
strict discipline.” % 
12 Srole, Leo, op. cit. 
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modern attitudes—An attitude continuum 
was postulated to run from most traditional 
to most modern in each content area 
studied—stigma and symptoms. Thus, an 
agreement with a traditional question as | 
well as a disagreement with a modern one | 
were defined unfavorable to the modern | 
point of view and consequently, accepting 
of the traditional approach. On the other 
hand, an agreement with a modern ques- 
tion or a disagreement with a traditional 
one was considered favorable to the modern 
orientation. Two Likert type’ attitude | 
scales were constructed to measure these 
traditional and modern attitudes. The 
scales were a stigma and a symptoms scale | 
with the former consisting of 24 items and 
a split-half reliability coefficient of +.93, 
while the latter included 20 questions with 
a reliability of +-.88.8 


TRADITIONAL-MODERN ATTITUDES, 7 
ANOMIA, AND AUTHORITARIANISM 
AMONG STATE HOSPITAL NURSING 
STUDENTS AND ATTENDANTS 


After the traditional-modern attitude scales 
were developed they were used to measure 
the attitudes held by State Hospital attend- 
ants and students nurses.” The scores made 
by these two occupational groups were then 
related to the personality scales of anomia 1° 
and authoritarianism.11 

Evidence has been presented by others 
to support the hypothesis that anomia or 
“interpersonal alienation” is associated 
with a “. . . rejective orientation toward 
outgroups in general and toward minority 
groups in particular.”12 With this hy- 
pothesis in mind, we, in our study, related 
attitudes of stigma of mental illness to 
anomia. The stigma scale was designed 
to measure attitudes of rejection or accept- 
ance of former mental patients who may 
be considered an “out group.” In this study 
it was expected that persons with tradi- 
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TABLE 1 


Distribution of mean and standard deviation scores on anomia, F-scale, 
stigma and attitudes toward symptoms of mental 
illness among state hospital personnel * 


Student nurses Attendants 
=179) =152) 

Standard Standard 
Scales Mean Deviation Mean Deviation 
Anomia 6.67 3.59 9.33 4.26 
F-Scale 9.52 3.99 13.87 4.79 
Stigma 3.58 0.59 3.32 0.63 
Symptoms 3.38 0.48 2.94 0,51 


* All differences between means were significant beyond the .05 level, 


tional attitudes toward mental patients 
would be alienated or anomic in their atti- 
tudes regarding other persons. Stated con- 
versely, persons who were high on modern 
‘attitudes of stigma would be low on anomia. 

Authoritarianism is another factor which 
has been found associated with the rejec- 
tion of minorities or out-groups. In this 
study it was expected that attitudes of 
stigma toward mental illness would be re- 
lated to authoritarianism. In other words, 
those individuals who are more authori- 
tarian in personality characteristics would 
tend to be more traditional in their atti- 
tudes toward mental patients. 

The symptoms scale defines the be- 
havioral meaning of mental illness toward 
Which attitudes of stigma are directed. 
Those types of behavior that persons are 
Willing to accept as indicative of mental 
illness are assumed to bear directly on their 
attitudes of acceptance or rejection of 
former mental patients. The symptoms 
scale is used as a control variable where 
relating stigma to anomia and authoritar- 
lanism, 

In addition, this research attempted to 


determine whether persons with modern 
attitudes toward symptoms of mental ill- 
ness would be more or less anomic than 
those with traditional attitudes. Further- 
more, are traditional or modern attitudes 
regarding symptoms of mental illness re- 
lated to authoritarianism? Finally, are stu- 
dent nurses more or less modern than 
attendants in their attitudes toward symp- 
toms of mental illness? 
Traditional-modern attitudes and attend- 

ant or student nurse status—According to 
this study, student nurses were significantly 
more modern in both their attitudes of 
stigma and symptoms of mental illness than 
attendants. Conversely, attendants were 
found to be more traditional in their at- 
titudes than student nurses. The nurses 
were strikingly less anomic and authori- 
tarian than attendants, These conclusions 
were based upon the findings shown in 
Table 1. Student nurses had a mean score’ 
of 3.58 on the stigma scale; for attendants 
the comparable figure was 3.32.19 From 
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the symptoms scale the mean scores were 
3.38 and 2.94 for nurses and attendants, 
respectively. On anomia the attendants’ 
mean score was 9.33 compared with an 
average value of only 6.67 for student 
nurses. Finally, on authoritarianism the 
attendants averaged 13.87, while the figure 
for nurses was 9.52.14 
Traditional-modern attitudes, 
and authoritarianism—Anomia was the per- 
sonality factor most consistently related to 
traditional-modern attitudes toward men- 
tal illness. Whether student nurses and 
attendants were considered separately or as 
a combined group, those persons express- 
ing more traditional attitudes of stigma 
tended to rate higher on anomia. More- 
over, this significant relationship remained 
even when the behavioral meaning of 
mental illness, as given by the symptoms 
scale, was controlled. Finally, when au- 
thoritarianism also was held constant, the 
main part of the correlation was inde- 
pendent of both control variables. The 
correlations between stigma and anomia, as 
shown in Table 2, were —.48 for the com- 
bined group, —.55 for nurses and —.35 
for attendants. With the symptoms defini- 
tion controlled, the values were reduced to 
—.33, —.45, and —.25 for the combined 
group, nurses and attendants, respectively. 


anomia 
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the modern viewpoint, Also, on these scales the 
total score per person was divided by the number 
of questions in each scale. 


14 The responses on the four item anomia and the 
five item, F-Scale were each totaled to make the 
scale values. Also, on both scales the higher the 
` score the more anomic and authoritarian, 


16 The control of variables was accomplished by a 
complete partial correlation analysis of the com- 
binations of all scales. The table of partials was 
not included in this paper but may be obtained 
from the authors upon request. Also, the questions 
used in the scales are available in the same manner. 
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TABLE 2 


Correlations * of anomia, F-scale, 
stigma, and attitudes toward symp- 
toms of mental illness among state 
hospital attendants and student nurses! 


Combined Student 
group nurses Attendants 

Scales (N=831) (N=179) (N=152) 
Anomia and 

Stigma —.48 —.55 —.35 
Anomia and 

Symptoms —.50 —.50 —.35 
F-Scale and 

Stigma —.32 —.28 —.22 
F-Scale and 

Symptoms —.44 —.87 —.19 
Anomia and 

F-Scale +.49 +.40 +.38 
Stigma and 

Symptoms +.47 +.37 +.50 


* All coefficients were significant at or beyond 
the .05 level. 


When authoritarianism was held constant 
the coefficients were scarcely changed." 
The connection between anomia and 
traditional attitudes was further indicated 
by its negative correlation with modern 
symptoms of mental illness. In the com- 
bined group, among student nurses and to 
a lesser degree among attendants, those per- 
sons who held modern attitudes of symp- 
toms tended to rate low on anomia. Con- 
versely, those attendants and nurses who 
were traditional in their conception of 
mental illness symptoms were also high on 
anomia. This relationship was indicated | 
in Table 2 by correlations of —.50, —-50 
and —.35 for combined group, nurses and | 
attendants, respectively. The amounts of 
the coefficients were reduced considerably 
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when stigma and authoritarianism were 
controlled, but they remained above the 
level of significance. Thus, with both fac- 
tors held constant, the values were —.25 in 
combined group, —.31 for nurses and —.18 
for attendants. 

The authoritarian personality factor, 
also, was found to be associated with tradi- 
tional conceptions of mental illness. In 
the combined group, the nurses and less 
clearly among the attendants, those per- 
sons with modern attitudes toward mental 
illness symptoms ranked low on authori- 
tarianism. The correlations were —.44, 
—.37 and —.19 for combined group, 
nurses, and attendants, respectively. When 
both stigma and anomia were controlled 
the coefficients were as follows: for com- 
bined group, —.24; in the nursing group, 
—.20; and among the attendants, —.02. 
All coefficients remained above the level 
of significance except the one for attendants. 

The moderately high correlation between 
the stigma and symptoms scales constituted 
the final finding of this study. Those in- 
dividuals, whether nurses or attendants, 
who conceived of the symptoms of mental 
illness in modern terms also had less stigma 
regarding former mental patients. Con- 
versely, those persons who held traditional 
views of symptoms tended to stigmatize 
mental patients. However, the relationship 
Was stronger in the combined group and 
among the attendants than among nurses. 
The correlations were +.47, +-37, and 
+.50 for combined group, nurses and at- 
tendants, in that order. When anomia was 
held constant, the combined group partial 
correlation was reduced to +.30 but re- 
mained significant. Among attendants the 
comparable figure was scarcely changed 
with +.42. On the other hand, in the 
student nurse group the coefficient dropped 
below the level of significance with only 
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+.13 left. Finally, when the F-Scale was 
held constant none of the relationships was 
appreciably changed. 


SUMMARY AND CONCLUSIONS 


The results of this study are summarized 
under six major headings: (1) Two Likert 
type scales were developed to measure tradi- 
tional-modern attitudes of stigma and symp- 
toms of mental illness; (2) State hospital 
student nurses were significantly more mod- 
ern than attendants on attitudes of stigma 
and symptoms; (3) Attendants were more 
anomic and authoritarian than nurses; (4) 
Those persons, nurses or attendants, who 
were high on anomia tended to be tradi- 
tional on both stigma and symptoms of 
mental illness; (5) Modern attitudes to- 
ward symptoms were found to be inversely 
related to authoritarianism, that is, those 
persons holding modern conceptions of 
mental illness symptoms were low authori- 
tarians; however, the above relationship 
was less consistent with nurse or attendant 
status controlled, most of it being depend- 
ent upon anomia and stigma; (6) The final 
finding of the study was a positive correla- 
tion between symptoms and stigma. In 
other words, those individuals who held 
modern definitions of mental illness symp- 
toms tended also to hold modern views 
regarding its stigma. 

The two scales developed here should 
be of use in a range of situations calling 
for the measurement of traditional-modern 
attitudes toward mental illness. However, 
the scales need to be subjected to further 
testing and validation on other groups. 

The findings that student nurses were 
more modern than attendants on both at- 
titude scales seem to be in line with the 
results of other studies which have con- 
cluded that younger, better educated and 
higher status persons tend to hold more 
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tolerant attitudes than older, less educated 
and lower status persons. 

It may be tentatively concluded that the 
occupational status differences between 
nurses and attendants alone were not suf- 
ficient to explain variation in attitudes 
toward mentally ill persons. As indicated 
by this study such personality factors as 
intolerance toward minorities or out-groups 
in general and alienation in one’s own in- 
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terpersonal relations must also be consid- 
ered important explanatory factors. 
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Casework in lower class districts 


INTRODUCTION 


This is not more than an attempt to de- 
scribe our initial impressions, changing at- 
titudes and approaches following our move 
from a downtown school child guidance 
center into neighborhoods where poverty, 
crowded housing, lack of community facili- 
ties and delinquency are as high as services 
of trained social workers are rare. With- 
out benefit of a research team or even a 
limited caseload our impressions are open 
to revisions and, hopefully, they eventually 
Will be subjected to systematic investigation. 


ETHNIC COMPOSITION, SOCIAL CLASS 
AND FAMILY STRUCTURE 

The Majority of our clients are Negroes, 
Many of them from the South. Among 
other ethnic groups are American Cauca- 
sians, a considerable number of Latin 
American families, a sprinkling of Chinese 
and Filipinos, European immigrants, Te- 


located American Indians and a few Sa- 
moans. Economically, occupationally and 
socially our clients belong to the lower, 
lower classes. If there is a recession they 
are the ones who are hit first and hardest. 
Many are one-parent families who are re- 
ceiving Aid to Needy Children, Even if 
there is a father in the home, his wages as 
an unskilled laborer may not be sufficient 
to support a family without supplementa- 
tion from public aid. The size of families 
is large; six to nine children are more the 
rule than the exception, and 11 to 16 chil- 


osoo ts sore a 
Miss Fantl is a candidate for a doctoral degree at 
New York School of Social Work, Columbia Uni- 
versity, New York City. She was formerly unit 
supervisor, Child Guidance Services, San Francisco 
Board of Education, San Francisco, Calif, This 
article was adapted from a paper presented to the 
psychiatric social work section of the Golden Gate 
Chapter, National Association of Social Workers, 
in February, 1959. * 
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dren in one family is not uncommon. 
Whether natives of the United States or 
foreign-born, many families came from rural 
—frequently impoverished—backgrounds. 
They are living in low-rent public housing 
built during World War II to accommodate 
the influx of war workers and now gradu- 
ally being replaced by permanent housing 
projects, 

During this unforeseen expansion little 
attention was paid to such other needs of 
tenants as neighborhood centers, schools, 
proper sidewalks or streetlights, adequate 
bus services. Many of the organized 
churches are located in adjoining districts. 
Most of our clients attend church regularly; 


some walk a far distance, while others be-: 


long to informal religious groups right in 
the projects. Several of our clients are 
ministers or assistant ministers. Their 
positions seem to give them status within 
their group and provide them and their 
families with a few socially approved out- 
lets, We are told that people who are 
upward mobile leave the more isolated 
districts as soon as they are able to do 
so. This coincides with the wishes ex- 
pressed by clients. 


PERCEPTION OF CLIENTS BY OTHERS 
AND CLIENTS’ LOW SELF-CONCEPT 


Members of various service professions who 
work hard and conscientiously frequently 
feel isolated. There is little status or chal- 
lenget to work in our area and many ask 
for a transfer to a “better” district as soon 
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1 Caseworkers are not exempted from this status 
dilemma, Occasionally “professionalization” of 
services is equated with an increase of referrals 


from professional sources, with a decrease of services- 


to unskilled laborers and the appearance of a 
clientele which is less economically deprived— 
despite an economic recession—and with scheduled 
versus unscheduled appointments. 
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as they get here. They have trouble un- 
derstanding and communicating with the 
various ethnic groups and they feel that 
their efforts to help people are not appre- 
ciated. Some are inclined to consider our 
clients “lazy,” “dumb,” “people on relief,” 
“bad” and “indifferent.” 

This perception of our clients is reflected 
in the low concept the clients have of 
themselves, especially in relation to the 
helping “outsider.” Depending on the 
strength or weakness of their core identifi- 
cation with their own cultural group, | 
clients may feel worthless, hopeless and 
helpless in dealing with the endless cycle | 
of daily stresses and deprivations. They l 
are highly conflicted and confused about 
when to call for help from one of the 
many authority figures—the police, housing 
authority, school, public welfare, court— 
or when to reject them. They feel self- 
conscious about their speech and clothing 
and uncertain about how to act in initial 
contacts. They may have nothing to say 
or they may flood us with material which 
seems of little relevance to the question 
of why the school referred Johnny. It is 
up to the worker to size up the situation 
sensitively, to put the parents at greater 
ease and—through listening, questions and 
Testatements—to engage the parents in 
meaningful discussions. We may haye to 
listen to many other problems pressing on 
the parent’s mind before we get to talk 
about Johnny, as well as obtain adequate 
information about Johnny's developmental 
history and other background information 
which frequently has little meaning to the 
client. 

Even young children seem keenly aware 
of their lack in social skills. A nine-year- 
old, proud of the knowledge he gained in 
school about the Revolutionary War, asked 
his worker to show him “which is right and 
which is left.” Another boy, supposedly 


retarded and in a special class, expressed 
his liking for his new teacher “because he 
does not just tell kids to do things; he 
shows them how they are done.” 
Early last school year we engaged in 
~ some heated discussions on whether some 
of the things we responded to in clients, 
or even occasionally initiated, were “thera- 
peutic” or “educational” and if the latter, 
were they within our function? As the 
school year wore on, those doubts must 
have become dissipated, since whenever we 
were able to enhance a client’s concept of 
himself as emotionally or socially more 
adequate, we realized that we had accom- 
plished a step toward helping him to see 
others differently and to relate to them in 
new ways. 


LOWER, LOWER CLASS AND WORKING 
CLASS DISTRICT 


Casework in a lower, lower class district 
poses somewhat different problems from a 
More regular working class district. In a 
working class district there is a higher de- 
gree of family cohesiveness, more perma- 
nent male figures with whom to identify, 
membership in labor unions and a greater 
pride in achievements in spite of recurring 

_ obstacles, including unemployment. The 
lower, lower class district has an aura of 
being caught with no way out, daily drudg- 
series with few rewards and an almost greater 
hanging together and understanding for 
each other in times of trouble than a tom- 
Mon purpose and mutual joy in the rare 

_ Moments of calm. 

On the other hand, people in our dis- 
tricts show a great need for contact with 
the “outside world” and a genuine appre- 
ciation for any little thing accomplished 
or gesture extended to them. A call to a 
‘mother who is ill or a card as a reminder 
of Mother’s Day to the members of our 
Mothers’ Group was responded to warmly 
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and elaborately and mentioned for several 
weeks, Among the 150 referrals made to us 
from one of the most deprived districts, 
we do not remember one family whom we 
were unable “to reach” as long as we met 
the clients in a way which made sense to 
them and as long as we did not expect 
them to respond in some stereotyped “‘thera- 
peutic” fashion, 


FUNCTION OF THE SCHOOL CHILD 
GUIDANCE SERVICES 

The major functions of the School Child 
Guidance Services are direct services to 
clients, consultation to school personnel 
and participation on community commit- 
tees. Because of the high number of re- 
ferrals to us and our desire to give quick 
services to the school, our direct services 
to clients consist mainly of one or two in- 
take interviews or a brief series of inter- 
views accompanied by psychological tests. 
Such intakes or short-term evaluations are 
followed up whenever indicated by refer- 
rals to appropriate community resources, 
mostly family agencies and psychiatric 
clinics. Each worker also carries a small 
continued treatment load, but the major 
function of direct service is in the area of 
intake and evaluations with referrals else- 
where. 

Consultation services to school person- 
nel, as a complex and rapidly expanding 
function of the Child Guidance Services, 
grew out of the realization that as profes- 
sional workers we have a commitment to 
develop—gradually and thoughtfully— 
techniques to effect the health and wel- 
fare of larger groups of people. We also 
realized that knowledge and skills need to 
be used cautiously and imaginatively and 
in more ways than one. The goal of con- 
sultation is to enable school personnel to 
deal more effectively—in their professional 
roles as administrators, counselors, teach- 
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ers—with the many disturbing school situa- 
tions they encounter. Consultation is not 
focused on the teacher as a person, but on 
the problem situation and the professional 
role the teacher is asked to perform. With 
increased interest in giving equal services 
to “tough” as well as middle-class districts, 
participation of caseworkers in community 
committees and neighborhood councils be- 
came a small yet integral part of their daily 
activities. 

When we moved into very deprived 
neighborhoods we were ready for some sur- 
prises, but we did not realize how poorly 
our former way of referring cases elsewhere 
would work for all but a handful of “non- 
typical” clients. As our communication 
with clients increased, just the reverse 
seemed to happen between us and our usual 
referral sources, all of which are located 
downtown. 

We found ourselves conversing in dif- 
ferent languages. Even when we knew that 
clients needed and wanted help we could 
not be sure that the client would keep 
appointments at a certain hour and day 
in a district strange to him and far from 
his home. Even when we were convinced 
of the client’s good intelligence and ego 
strength in the face of insurmountable dif- 
ficulties, we found ourselves at a loss to 
know whether his “ego capacity” to “use 


ee 
Our referrals come from elementary and junior 
high schools. However, because of the size of the 
families we are aware of the problems of older 
teen-agers. 

3In Myers, Jerome K, and Bertram H. Roberts, 
Family and Class Dynamics (New York: John Wiley 
& Sons, Inc., 1958), 15 and 16, Dr. Myers makes 
the useful distinction between external presses and 
internal stresses. A press is a potential pressure 
on the individual from the environment; it may 
be either stressful or supportive. Emotional stress, 
on the other hand, may add to the individual's 
negative presses. 
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treatment” would be exactly what the 
worker on the other end of the line had 
in mind. We soon could see that our’ 
limited time was better spent with clients 
or on community committees than by try-| 
ing to explain the need for flexible services | 
to individual workers who were caught in 
those structures of the agencies which were | 
geared to another echelon of clients, 


ACUTE STRESSES AND EGO DEFENSE 


Families with “social crises” are referred to 
us—a suspension of a child from school 
for stealing, continued misbehaving, using 
“foul language,” “breaking into” a school | 
with a group of other young children.? 

Acute stress situations, even with clients | 
with whom we continue to work, are much 
more common than internalized conflicts, 
guilt and self-blame. Anxiety is expressed 
by blaming others, by apparent indifference, 
passivity and depression-like behavior. We 
have much to learn about how clients cope 
not only with inner conflicts but also with 
stresses which are largely produced by 
outside circumstances—irregular employ- 
ment, no food in a society of plenty, re- 
peatedly experienced social barriers and | 
cultural strains. We have become cautious 
about the terms we are using to diagnose 
and describe clients’ difficulties. Not only 
norms for behavior or style of impulse ex- 
pression may be influenced by ethnic group, 
identification and class structure; we also 
will need to examine carefully what addi- | 
tional factors to consider when we describe | 
the ego’s mode of dealing with inner and 
outer conflicts, ; 

Denial of difficulties, projection-like be- | 
havior and the sometimes long-winded 
“rationalizations” by clients are not neces — 
sarily the neurotics’ rigid distortions of | 
reality. Often it is an anticipation based 
on repeated reality experiences during 
which the client experienced attacks and 


injuries to his self-image.* As soon as the 
client senses that the worker understands 
his underlying anxiety of being “attacked,” 
the “denials” and “projections” seem to 
diminish quickly—although often only tem- 
porarily and, first, in relation to the worker. 
It seems to us that the neurotic client ex- 
periences some level of emotional and social 
enrichment before he resorts to his symp- 
toms as a compromise. We doubt that our 
clients experienced the same type of emo- 
tional and social enrichment since their 
biological drives and resources were nour- 
ished in a different social environment and 
exposed to a chronicity of stressful situa- 
tions, 


TOWARD AN UNDERSTANDING OF 
DEVIANT GROUP BEHAVIOR 


Current casework practice cannot, without 
adaptation of methods and techniques, be 
applied to large families, who frequently 
come from rural areas and whose needs 
and wants for love, affection and security 
are the same as everyone else’s but whose 
value system as to time, property rights, 
manner of speech and clothing, expression 
of feeling and sex behavior are different 
from the conventional norm. In attempt- 
ing to emphasize the social side of human 
behavior, there is perhaps a tendency to 
Overstress the “differences” in human be- 
ings or to lose oneself in generalizations. 
It is well to remember that people differ 
only in degree and that they are much 
More alike than they are different. The 
differences might be small, yet subtle 
enough to obscure communication between 
different groups of people, and after all 


 communication—verbal and nonverbal— 


with an adequate understanding for the 
subtle aspects of the situation under which 
communication takes place is the vehicle 
for all treatment. 
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To know the way the client is likely to 
view his problem, the agency and the 
worker, from his ethnic point of view or 
class position, are of utmost importance in 
the design of new services. Therefore it 
is not merely a matter of “reaching out” or 
decentralizing offices before services with 
certain client groups will become more 
effective. This must not be misunderstood 
to mean that just because a client is a mem- 
ber of a certain milieu, he will respond a 
priori in an expected manner, People and 
milieux are much more complex, and in 
the last analysis each client's problem is 
inevitably unique and personal; it is the 
product of the individual’s biological equip- 
ment and his life experiences, However 
certain types of problems occur more com- 
monly under certain subcultural pressures 
which are operating in the client's life 
experience. 

When working in certain neighborhoods 
one cannot help being impressed by the 
high number of deviant behavior patterns. 
Of course what defines “normal” or “devi- 
ant” behavior is relative to each society. 
Therefore what may seem an “antisocial” 
act to the school may be normal—if not 
expected—behavior for clients. This does 
not necessarily mean that parents or chil- 
dren are without conflict about conven- 
tional values and expectations. Our com- 
mitment to democracy—with the ideal of 
an equal success goal for all, supported by 
our social institutions and mass media— 
instills a desire for a better life, ie, a 
middle-class life style which hardly anyone 
can escape. Who the ones actually are who 
achieve these goals, to what stratum of so- 


aie ea thiu oo 
4 Although the author takes full responsibility for 
any opinion expressed in this article, she is in- 
debted to Erika Chance, Ph.D., research associate, 
Department of Psychiatry at Mount Zion Hospital 
in San Francisco, for her helpful criticism and dis- 
cussions. 
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ciety they are more likely to belong, what 
price in strain they or society may have to 
pay for the pursuit of such aspirations is 
another story. ; 

Deviant behavior as a group response can 
be understood only by a thorough knowl- 
edge of environmental pressures. It is a 
form of adaptation to strain when con- 
formity to societal expectations is positively 
motivated, yet at the same time frustrated 
and unacceptable.’ 

To the individual—regardless of society’s 
prescription of what is “normal,” “deviant,” 
“good” or “bad”—only those groups to 
which he has actual and not fictitious 
access make sense—where he can learn skills 


6 See Cohen, Albert K., Delinquent Boys (Glencoe, 
Ill.: The Free Press, 1955), 179. 


As an example of the development of a subcultural 
ideology see Cloward, Richard A., New Perspectives 
for Research on Juvenile Delinquency (Washington, 

+ D. C.: U. S. Department of Health, Education and 
Welfare, May, 1955), 80-92. 


7 See Dubin, Robert, “Deviant Behavior and Social 
Structure;” Cloward, Richard A., “Illegitimate 
Means, Anomie, and Deviant Behavior;” and Mer- 
ton, Robert K., “Social Conformity, Deviation and 
Opportunity Structures,” American Sociological. Re- 
view, 24(April, 1959), 149, 164-76, 177-89. 


8 We might eventually conceive of a continuum 
with more or less “pure” psychogenic disturbances 
on one pole, For instance, as a school agency in 
a lower, lower class district we did not receive a 
single referral of school phobia in a two-year 
period. Although there will be exceptions to this, 
on the whole mothers do not have this type of 
emotional investment in their children, and fathers 
are shadowy figures. On the other end of the 
continuum we may place “strictly” sociocultural 
reasons for deviant behavior like the delinquent 
gang in a well-integrated criminal adult subculture. 
Most cases will fall somewhere in between the two 
poles. 


®See Cloward, Richard A. and Lloyd E. Ohlin, 
New Perspectives on Juvenile Delinquency (New 
York: New York School of Social Work, Columbia 
University, 1959), 169, Mimeographed. 
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necessary for group membership, where he 
is recognized as “someone” and is able to 
relate without losing face. The cultural 
milieu as an intermediary between the 
larger social norms and the individual} 
chooses certain behavior forms to give 
greatest tension relief from particular 
strains and stresses. It is important for 
social work to pay increased attention to 
those societal strains induced by inconsist- 
ent demands and promises which lead to 
the formation, changes and disbandments 
of subcultural groups and which influ- 
ence the various behavior adaptions of 
groups? to which the individual belongs. 
Although we are far from having arrived, 
we gradually are becoming equipped to 
see the environment take on new and sys- | 
tematic dimensions; until now we were not 
able to give it—as an uncharted plot— 
more than vague recognition. This is not 
an irresponsible take-off into interdiscipli- 
nary skies but a challenge for the social 
work profession. 


A LOOK INTO THE FUTURE 


There is presently a great need among case- 
workers to clarify to what degree a “pre- 
senting symptom” is due to psychopathology 
and to what extent it is a cultural adapta: 
tion to the client’s group memberships. 
Although we can expect the dichotomy of 
what is “personal” and what is “sociocul- 
tural” to disappear eventually, at present 
it exists perceptually.§ 

With increased knowledge about the 
client’s dynamic environment, we shall be 
able to differentiate systematically between 
various types of deviant group adaptations, 
their formation, persistency and opera 
tions? This will lead to a differential 
diagnostic and treatment approach, much- . 
needed to make treatment fit the client | 
Erikson’s concepts of ego identity, social 


role and perception by others, his repeated 
emphasis on mastery, pride in workman- 
ship, the need for individualized opportu- 
nities offer the most perfect synthesis of 
biological drives, childhood identifications 
and added societal expectations presented 
thus far.1° 

Our present diagnostic and treatment 
skills, sensitively tuned and refined to deal 
with situations of intrapsychic conflicts, 
will need broadening to include those en- 
vironmental aspects which influence the 
client’s psychodynamics. Our colleagues 
in group work are developing treatment 
approaches of which we in clinics and in 
public and private agencies are taking no- 
tice,11 

In no way minimizing the major im- 
portance of intrafamilial experiences on 
the personality structure, we began to real- 
ize that other meaningful individuals and 
groups may have a profound impact on 
clients’ behavior and on the developing 
personality. For many lower class children, 
the peer group provides emotional if not 
physical security; it is a place to be recog- 
nized, an orientation to what is right and 
Wrong, what to say and to whom and un- 
der what circumstances. 

People have many links between their 
inner selves and their environments and 
many different perceptions of what roles to 
take, They see themselves as persons they 
think they are; they have other concepts 
of what they want to be or should be; they 
have a desire as to how they want others to 
see them, and they are afraid of how others 
see them, A person takes one role with 
respect to some people and another role 

_ With respect to others. As the person grows 
up and as he works, marries and has a 
family, roles may change with time and in 
different settings? A certain amount of 
tole experimentation and “sameness” Or 
Continuity in self-perception and role-tak- 
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ing are necessary for the development of a 
wholesome identity. From a group point of 
view (and every individual belongs to some 
groups) minority adaptations to majority 
norms may be complicated by double iden- 
tities which may result in ambivalent iden- 
tities or even self-hatred and negative group 
identity. This means that certain indi- 
viduals already psychologically prone to de- 
velop a negative identity are more likely 
to develop it under certain subcultural 
pressures. 

Viewing our client from this broader 
perspective, we may want to learn more 
about his actual and imaginary group as- 
sociations, in other words about “signifi- 
cant others” who influence his values and 
aspiration level. Who are the ones he ad- 
mires or hates? Whom does he want as his 
friends? What are their values and goals? 
To what group does he actually relate and 
have access? In other words, what are his 
“social” frustrations, his actual social bar- 
riers which are so important to us in our’ 
work with clients of various ethnic groups 
and lower social classes? In what way can 
we help to strengthen his inner self and 
widen his social opportunities for a more 
productive life for himself and others? 


PRACTICE APPROACH 


Incomplete as our knowledge about human 
behavior may be, we felt secure enough to 


TNT prado as Naas 
10 Erikson, Erik H., “Identity and Life Cycle,” from 
Selected Papers: Psychological Issues (New York: 
International University Press, 1959), 171, Vol. 1, 
No. 1. 

11 Lerman, Paul, “Group Work with Youth in 
Conflict,” Social Work, 3(October, 1958), 71-77; and 
“Hard to Reach Youth Project” in Befriending 
Troubled Youth (Chicago: National Federation of 
Settlements and Neighborhood Centers, 1958). 


12 Erikson, Erik H., op. cit. See also: Merton, 
Robert K., op. cit., Chap. VIII, pp. 255-386. 
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make our services as easily accessible, avail- 
able and uncomplicated for the clients as 
we were able to do within our limitations 
of time, being greatly understaffed and 
dealing with overwhelming problems. We 
reconsidered such things as the 50-minute 
hour and careful selection as to whom we 
see and whom we do not—which in our 
district means no services whatsoever. To 
be sure, our approach is very family-cen- 
tered; if anything, we are more family- and 
community-oriented than we ever were, but 
this does not mean that parents have to 
make a formal application for services or 
keep their weekly appointment six times in 
a row before’ we dare to see a child. We 
feel that our clients are neither that deli- 
cate nor our techniques that precarious. 

We do not make home visits without 
some evaluation of what is best, realistic 
and most integrative to the total situation 
of each family. We are surprised how few 
home visits we actually make, yet a firm 
belief has evolved that a “reaching out” 
visit in the client’s home or in his yard or 
wherever we find him right then—for 30 
minutes to two hours—might be more 
therapeutic than an office visit three weeks 

hence. Remember, we are dealing with 
acutely felt stress and “social crisis,” i.e., 
an immediate situation as far as the client 
is concerned and as chronic as the situation 
may be from our point of view. Postpone- 
ment of even concrete gratifications, let 
alone “therapy” or “talking out a prob- 
lem,” is not the usual neighborhood pat- 
tern. 

If someone has trouble in our neighbor- 
hood, he is more likely to get into a fight 
right then, to swear, to tell his neighbors 
how wrong the other guy was. Therefore, 
we do not expect clients to be “motivated” 


18 Lerman, Paul, “Group Work with Youth in Con- 
flict,” Social Work, 3(October, 1958), 76, 
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for help in the way we used to perceive 
motivation, and we do not expect verbali- 
zation of “inner conflict.” We listen to 
“projection-like” behavior and “rationali- 
zations” in the same way we used to listen 


to “insight” and “self-blame,” and we ac- 


cept withdrawal and passivity as if the 
client would express an urgent desire “to 
bring about a change within himself,” great 
as his resistance to such change may have 
been. 

If one deals with these types of ego 
defense, the immediate interaction between 
the client and the worker becomes ex- 
tremely important. The client is apprehen- 
sive about the worker, because, up to that 
point, to come to an agency to “talk out 
one’s problems,” had not been the accepted 
thing to do within his social setting. The 
worker has to demonstrate through his at- 
titude and behavior that he can be of help; 
this is more of a personal task, “an achieved 
status” 18 than when he works in a clinic 
or agency which is highly esteemed by the 
client population. The worker is also ex- 
posed to the community's pressure to do 
something about the “antisocial” actions 
of the clients, and he must know what the 
clients’ behavior means to his own defenses. 

The mutual focus on the immediate sit- 
uation makes it possible for the client to 
identify with the worker; this is more im- 
portant than an emphasis on insight, al- 
though a certain amount of increased self- 
understanding frequently will result. The 
worker is a participant/observer in each 
interview situation; he has to know when 
to intervene, when to deal with some dis- 
tortions, when to be supportive and when 
to listen questioningly. In order to do 
that, the worker has to understand the 
client’s situation truly in its social context. 
He has to evaluate realistically the client’s 
social handicaps, along with his emotional 
difficulties, to clarify and show him poss! 
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ble avenues out of his dilemma, offer con- 
crete help if necessary or state that such 
help is not available. Clear, forthright and 
correct statements are ego-supportive. 
Mere passive listening on the part of the 
worker may be felt as hostility and may in- 
crease anxiety of “acting out” behavior. 
However, if the worker intervenes insen- 
sitively, the client is likely to withdraw. 

In clients who are judged derogatorily 
by the community, the desire to relate, to- 
gether with their fearful anticipation, 
needs special consideration. 

By successfully helping clients around 
“immediate” crisis situations, the follow- 
ing may be accomplished: (1) Some relief 
is experienced in his ability to control his 
behavior, and (2) There is a growing feel- 
ing of confidence in the worker because 
he understood the client's feeling of ex- 
treme anger, fear of losing control or iso- 
lation from others, without becoming 
frightened, “hopeless” and discouraged 
about the client or deserting him as other 
helping professions might have done in the 
past. We know of examples of complete 
silences and passivity in the initial inter- 
views, followed by “reaching out”? on the 
part of the client when the worker con- 
tinued to drop in on the client. One of 
those clients is now among the most active 
participants in our Mothers’ Group; this 
does not mean that she attends every ses- 
sion or that she is always on time. She has 
six children under eight years of age; there 
is a different orientation toward time in 
her culture, and we do not minimize her 
resistance against involving herself in a 
close relationship. 


OTHER METHODS OF SUPPORT 


The emphasis in treatment is on the inte- 
grative capacity of the clients, on strength- 
ening the healthy part of their defense 
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structure and on an emotional relearning 
of interpersonal experiences as well as on 
neurotic conflicts. Since it is easier to pro- 
ject blame onto external circumstances, it 
is important for the worker not to over- 
identify with the client’s difficulties and to 
distinguish when discrimination and other 
cultural material is used defensively to ob- 
scure intrapsychic conflict. With clients 
whose egos are rather impoverished and 
who have relatively low internalized ten- 
sion build-up, the need in treatment is less 
on abreaction than for strengthening their 
controls and for the enhancement of their 
self-concept so that they feel less over- 
whelmed and helpless. For this we have to 
look not only for anxiety, anger and con- 
flict (of which they have plenty) but also 
for such positive experiences and oppor- 
tunities accessible to them as joy and mu- 
tual satisfaction. 

We found it gratifying to come across 
an article by Jerome D. Frank, which 
stresses this, among other important points. 
Anyone working with “hard to reach” fam- 
ilies knows about the endless crises and 
often clinically defined traumatic experi- 
ences Which haunt them. In our Mothers’ 
Group, which is composed of clients we 
never thought we would “reach” let alone 
see join a group, emotions and content be- 
come so heavily loaded with stories of 
violences, jails and brutalities that one of 
the coleaders spontaneously responded (to 
what we are starting to call “flood release”) 
by asking whether there was anything en- 
joyable in their daily lives. Since cruelty 
‘and other abuses could not fill their entire 
day, how did they get started in the morn- 
ing, and what was a “typical” day like? 
This openly guided expectation of what can 
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14 Frank, Jerome D., “The Dynamics of the Psycho- 
therapeutic Relationship,” Psychiatry, 22(February, 
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be discussed. and looked at in addition to 
“problems” had amazing reprecussions for 
the following group sessions and resulted 
in a number of beneficial changes in the 
family lives of these mothers. 


JOINT INTERVIEWING 


We began to see jointly both parents or 
whole family groups on a continued basis. 
Our impressions here are tentative and we 
are aware of the much more systematic ef- 
forts in family interviewing taking place 
in our field. So far we have found con- 
tinued joint interviews useful and sup- 
porting the strength in a family situation 
(although differences are aired) when, to 
begin with, there are evidences of some 
family cohesiveness, In families who are 
psychologically pulled apart we do not find 
this to be the case. Our major focus is on 
the family as a unit—its collective strength, 
stresses within the unit, problems and 
strains in relation to the community and 
possibilities and limitations of growth po- 
tentials. We focus on the individual to 
assess his roles and the possible strains on 
these roles which lead to his inadequate 
functioning as a member of his family. 
We found individual interviews for a se- 
verely disturbed family member an im- 
portant adjunct to the joint sessions. To 
work gradually toward a more conceptual- 
ized frame of “family identity”—as_ex- 
pressed by Kermit Wiltse \—with families 
who are socially and culturally handi- 
capped seems an important task. We are 
neither so naive nor foolish to think that 
the road ahead of us is an easy one. 
Unimportant and “superficial” as it may 
sound to those who are more interested in 
the hidden aspects of behavior, the mere 
ea at eh aA a O a ues 


15 Wiltse, T. Kermit, “The Hopeless Family,” So- 
cial Work, 3(October, 1958), 20. 
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act of pulling up chairs, getting and talk- 
ing together in the presence of a person 
who is interested, ready to observe, restate 
and clarify what is said and observed, and 
who is not hesitant to make occasional ap- 
propriate suggestions, may have great 
meaning for the internal aspects of the 
family structure. It also may be the begin- 
ning of a more gratifying experience be- 
tween the family and the community. The 
worker then becomes truly a specialist in 
human relations. “Interaction” and “com- 
munication” per se have little meaning un- 
less the worker as a participant/observer 
is sharply tuned to the psychological and 
environmental forces operating in clients 
and between himself and his clients. He 
has to understand his clients’ and his own 
verbal and nonverbal behavior and expres- 
sion as well as his own attitudes, which are 
based on his background and experiences; 
these are likely to color his perception and 
feeling for the situation which is confront- 
ing him. 

Our experience in joint interviewing has 
been short and limited so it is perhaps a 
little presumptuous to present a brief and 
partial example of what happened in a 
family we had known for six months. Only 
because similar trends were noticed in 
working with other families do we believe 
that our preliminary report warrants men- 
tion here and that it may be of interest to 
others: 

The family is large—l6 children ranging in age 
from a new baby to a twenty-three-year-old. Four- 
teen are living at home. Without exception, all 
of the school age children are reported to have 
had serious behavior difficulties in both school and 
community, although these difficulties are too 
numerous to list here. The parents are Negroes, 
born in the South where they began hard work 
on farms at an early age, with a minimum of edu- 
cational or other opportunities to prepare them 
for the more competitive life they would seem to 
like for themselves and for their children. 


This family may be somewhat different from 
their neighbors—or at least different from those 
with whom we come in contact—because the father 
not only has a steady job but one which also tanks 
high among unskilled laborers, considering his 
ethnic background and limited early opportunities. 
Also, the parents stayed together over the years 
despite severe marital discord. Like other clients, 
they easily perceive their children as “bad” and 
“headed for jail,” especially when they misbehave 
in the community. Yet, despite their anger and 
expressed disappointment, they seem to have real 
concern and warmth for each other and for the 
children. There is real babying and enjoyment 
of the tiny ones, but this turns into harsh treat- 
ment, hollering and punishment as soon as the 
children are no longer babies. There is endless 
pride in the older children who succeeded in the 
army, in white-collar jobs or in college. 

We contacted the family by phone regarding 
what was an immediate and major crisis in school. 
The parents, feeling haunted by the police, the 
court and the school, did not want anything to 
do with us. The mother was sure that we, like 
everyone else, were against her, after her and sure 
to drive her children into jail. The worker was 
primarily a listener throughout the entire 30-minute 
telephone conversation but she did ask a few 
relevant questions, admitting that the situation was 
an awful mess and spelling out, tentatively, some 
alternatives to think about. 

The mother’s tirade subsided, and when the 
worker suggested that it might be a good idea to 
get together sometimes to meet the father and 
whichever children were around, the mother asked, 
“Right now?” For the next few weeks the worker 
met with this family every week for two hours or 
more, The parents were always, present; of the 
older children, those participated who wanted to 
come or those who presently had problems at home 
or in school. 

The little ones stormed in and out of the room, 
sometimes trying busily to make friends with the 
worker, It should be noted that most of the joint 
interviews were conducted in our offices upon mu- 
tual agreement between parents and workers that 
we went back to home visiting when it became too 
difficult for the mother to pack up her family 
because of her advanced pregnancy; and that at 
no time was a meeting canceled or broken. 

We found that in the beginning, as was our 
experience with other families, complaints were 
raised against school, police, court and neighbors 
and then shifted to bitter accusations against each 
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other. The worker listened, restated some of the 
problems, asked questions and finally picked out 
one area—among the many expounded on lengthily 
or repeatedly (“flood release”) or touched upon 
briefly—about which something could perhaps be 
done. After the customary inital “no,” substantiated 
by reasons frequently based on realities, the worker 
succeeded—by further questions, listening to feel- 
ings expressed and by realistic appraisal of the 
situation in her own mind—in pointing out a 
number of ways the situation could be handled 
more satisfactorily. 

As we carefully tapped the ego strength of the 
clients (in our case it is the strength of the family) 
by empathizing with some of the clients’ difficulties 
for which there are no ready answers 1¢ and as 
we realistically attempted to clarify and sift out 
possibilities within the clients’ reach, we found the 
family became less hopeless and less helpless about 
the many real and imaginary odds stacked against 
them. They began to look actively for resources 
in the family and community which could handle 
a few things differently. The court, the police, 
the many injustices and social barriers experienced 
became less the cause and object of attack for 
“all problems,” although in time of renewed crisis 
they are likely to respond with their old pattern, 
not infrequently with some justification. 

In the fourth session, one of the adolescents who 
rarely talked at home, even without a stranger 
around, grudgingly expressed his anger—if not his 
rage—that his parents would call on the police to 
beat him up, take him away for a day17 when 
he was “bad” or he would take off from home to 
get away from the noise and quarrels. Both par- 
ents seemed truly surprised that all of this would 
bother the boy to this extent, and father and son 
finally talked to each other after months of silence. 

Space does not permit us to report on the worker's 
contacts with the school, the nurse and court, all 
of which we find to be an equally important part 
of our work. 


16 Sometimes a brief statement by the worker— 
such as “that’s surely tough”—may convey to the 
client that the worker is fully aware of the impact 
of his experience, and the client may be able to 
move on to an area of more productive discussion 
or activity. 

17 The “authorities” are frequently called in to 
settle personal disputes among our clients which 
a middle-class family would handle by themselves, 
or perhaps through a friend or lawyer. 
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After seven joint interviews several shifts had 
taken place. After eight years of employment the 
father got up the courage to explain to his white 
foreman that he was needed at home in the even- 
ings; within days he was working on a different 
shift. He and his older boys started to talk to 
each other; the mother began to reconsider whether 
“all that was wrong” with her daughters was that 
they were “rotten and spoiled.” The father said 
if it had not been for his wife he would have left 
a long time ago since she is the one who holds the 
family together; this remark led his wife to bake 
him a cake for his birthday. 

The following sentiment about the worker was 
expressed by the mother: “That's the first time 
anyone talked to us like that; usually I am treated 
like an animal.” The father remarked: “The 
‘right’ kind of people never speak to us; we have 
to pick our friends where we can find them.” 


OPEN HOUSE AFTERNOON 


Our original plan was to set aside three 
hours each week during which two work- 
ers would be available to see school-re- 
ferred clients either in a group or in in- 
dividual interviews. We called our group 
“Mothers’ Group” because of the small 
numbers of fathers in our caseload. At this 
writing we had held 25 sessions and we 
were as excited as we were “tentative.” 

_As a start we thought of our open house 
afternoon as a social affair—to acquaint 
clients with our services and with each 


‘other. We reasoned that the group meet- 


ings gradually might become more prob- 
lem-centered and that a core of clients 
might emerge who could go into a regular 
group therapy session, We gave a good deal 
of consideration to whom we would want 
to select for the more “therapeutic” group, 
through what methods, and to which cli- 
ents might be better suited for individual 
interviews. 

We had a slow start, especially with our 
“Mothers’ Group,” since unintentionally 
we became too selective and too slow about 
inviting mothers to the group. With clients 
who avoid tension build-up and who re- 
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spond best to help when internal and ex- 
ternal pressures are great, a “waiting list” 
of even two or three weeks becomes mean- 
ingless. Things changed as soon as we 
made the group the starting contact with a 
new client, with perhaps a 15 to 30 minute 
interview preceding the first group session, 
Our most responsive clients come from very 
deprived neighborhoods. We never could 
claim perfect attendance, but from the be- 
ginning the meetings seemed meaningful 
to the mothers. The sessions are not only 
problem-centered; they are more family- 
and self-focused with “less projecting out” 
than are some of our individual interviews. 
In many ways we expected this, since dis- 
cussing problems in a group may be less 
threatening than discussing them in indi- 
vidual interviews. The refreshments and 
babysitting arrangement we tried to work 
out are incidental to the meetings. We are 
surprised about the leadership quality and 
initiative our mothers show in the group, 
considering that the neighborhood is said 
to have no potentials for any kind of lead- 
ership. Some of the clients have been com- 
ing from the beginning while some others 
who came once or twice keep in touch 
with us by phone or by unexpected office 
Visits. At times a father might show up or 
an older daughter and not infrequently 
clients arrive a day earlier or at 10:00 A.M., 
instead of 1:00 p.m., and we talk to them, 
—pointing out the correct time of the meet- 
ing but listening to their problems anyway. 

Although the group attendance of moth- 
ers might be irregular, we can be sure of 
a prompt knock on the door from a group 
of six- and eight-year-olds who started to 
drop in on us on the afternoons following 
the mothers’ meeting. Some are the sons of 
clients, and we usually notice them roam- 
ing the streets, since they are too disrup- 
tive and restless to take part in the or- 
ganized after-school activities. We recently 
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contacted a neighborhood center in an- 
other district and our inquiry about the 
possibility of obtaining a group worker 
for these boys met with a favorable re- 
sponse. Unfortunately we have neither 
staff nor time to respond to the many 
groups of youngsters who come by, first 
to look us over, next to return to “sit 
around the big table and talk” or use the 
playroom, or report some important news 
or who just come and say nothing. 


PUTTING BACK THE “SOCIAL” 


In our diagnosis and tentative treatment 
plans we try to deal with the “social” in 
the client’s environment in more than a 
descriptive way. To say that a client or 
his family lives in a slum area, that there 
are 15 siblings, that the family is Negro or 
Filipino, that the father is an unskilled 
laborer, presently unemployed and there- 
fore unable to pay for casework services or 
“not ready to use casework services,” is not 
sufficient for our purpose. The client’s ex- 
posure in the social structure brings about 
different stresses and strains which impinge 
on his “psychological” make-up from with- 
out, This is true whether he belongs to the 
upper, upper classes or to the lower, lower 
classes, as our clients do. The strain and 
stress systems differ, depending on where 
the client and his family is located in the 
social structure, and to what ethnic, occu- 
pational or religious group he belongs. Al- 
though greatly pressured with requests for 
services, we do not feel that our time is ill 
spent because clients are not “motivated” 
for help, have little “insight” and do not 
readily phone for an office appointment. 
We consider every cultural improvement 
we are able to bring about to be a psycho- 
social improvement—in the true sense—for 
the client. 
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Johnny or any of his siblings may steal 
because they are just plain hungry and the 
swiping of food, money and toys is not such 
an exceptional misdeed in Johnny's neigh- 
borhood. More often than not, he steals 
continuously because there exists an emo- 
tional conflict of one kind or another in 
addition to all the other social handicaps 
within his family—disturbed or changing 
parent figures, older siblings in trouble 
with the law or unemployment with all its 
emotional, physical and social implications. 
Johnny may or may not have experienced 
emotional and physical traumata at an 
early age; he is living presently in a situa- 
tion which does not prepare him for a so- 
cially useful life. Some of the children 
may be less “emotionally sick” than we 
think they are and our chance to treat them 
and their families with our present psycho- 
logical techniques remain slim unless we 
gain a deeper understanding of their en- 
vironmental stresses. 

In addition to Johnny's or his family’s 
psychopathology (which needs to be treated 
whenever it is present) where are the 
strengths in Johnny's situation? What is 
left of his family unit, including older 
siblings, grandparents, etc., and what are 
his positive resources for growth and social 
integration? Who are his peers; what kind 
of behavior pattern do they show as a group 
and what is Johnny’s attachment, relation 
and role to them? Who are the “significant 
others” outside his family—teachers, 
nurses, ministers, policemen—whom we 
could enable to have a more satisfactory 
relationship with Johnny and his family? 
Family caseworkers and clinicians will need 
to expand their horizons—if they are not 
doing so already—to collaborate more 
freely, more effectively, less preciously and 
confidentially with other agencies around 
so-called “multiple problems families” and 
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to develop techniques'® to further com- 
munication and understanding between 
various key figures and the clients. The 
best planned casework job with a family 
might falter as long as the children’s teach- 
ers and others who come in contact with 
the family perceive the family as “no good” 
and “hopeless.” We deal not just with 
child-parents relationships; we also need 
to deal with the community perception of 
the clients. For example, to enable a 
teacher, through case-centered conferences, 
to have Johnny—who is a poor learner in 
addition to being a disturbing nuisance 
—accomplish a small task which he was 
never able to accomplish before will give 
both teacher and child a sense of mutual 
satisfaction. This might not seem much 
but if repeated, Johnny and children with 
similar problems might develop friendlier 
relationships with their teachers. 

Johnny might not go to school for an- 
other seven years being perceived as lazy 
and a nuisance, the only consistent self- 
image he ever was able to form—until he 
becomes convinced of it, too—that this is 
his place in society. Many misunderstand- 
ings between people and misconceptions 
about people are caused by cultural differ- 
ences, distorted expectations and a break- 
down in communication. This leads to 
increased anxiety and stereotyped percep- 
tions of each other. Once we become clear 
as to what these differences are we may be 
able—by helping others in the community 
—to deal more satisfactorily with our cli- 
ents. 
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18 Caplan, Gerald, Mental Health and Consultation 
(Washington, D. C.: U. S. Department of Health, 
Education and Welfare, 1959), 269. 


19 Stein, Herman D., “The Concept of the Social 
Environment in Social Work Practice,” Smith Col- 
lege Studies in Social Work, (June, 1960), 188-210, 
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By its mere existence a service like ours 
—small and incomplete as it is—demon- 
strates to the neighborhood and to the 
other key figures (probation officers, police, 
nurses, etc.) that they are no longer alone 
to tackle problems which are overwhelm- 
ing, that someone thinks, spends money 
and time to work with “those” families 
that we too fail at times, no matter how 
hard we try, Let us remember that it is 
tough to live or work in certain districts, 
We try to become part of the neighbor- 
hood and this seems the easiest part of the 
job. The schools, the police and the mer- 
chants welcome the opportunity to talk 
to someone about the way they see the 
problems; we need them just as urgently, 
for as caseworkers we can no longer work 
in a professional vacuum. We have to un- 
derstand the place we occupy in the com- 
munity along with all the other helping 
professions; we have to be clear about our 
professional value system and goals which 
may be slightly different from the other 
helping professions; we have to be more 
accepting and more understanding and less 
punitive, just as we need to be clear about 
how the clients are viewed by the commu- 
nity and how they may perceive us. 

Putting back the “social” into social 
work, therefore, does not just mean mak- 
ing more home visits and doing otherwise 
“exactly what we have done before.” Nor 
does it mean returning to “old-fashioned” 
social work, although this would be better 
on many occasions than doing nothing. 

It means seeing the environment in a 
new, dynamic way and becoming cognizant 
of the social processes which impinge on 
the individual from without.19 

Our perception, in the light of new 
knowledge of what is important, is chang- 
ing as new formulations of diagnosis and 
treatment are developed. 


NATHAN HURVITZ, Pu.D. 


Group counseling 


with expectant mothers 


Investigators from various fields agree that 
group counseling is effective in helping 
patients with problems which arise in the 
premarital period and during marriage. 
Although the problems of expectant moth- 
ers have been discussed in premarital and 
marital counseling groups, it appears that 
up to the present time group counseling 
has not been sufficiently utilized with ex- 
pectant mothers who have been brought 
together in a group of their own. 

A review of the literature revealed two 
group counseling experiments with ex- 
pectant mothers, both in public clinics. 
Moreno (2) reported the use of psychodrama 
with mothers of infant children and sug- 
gested that her approach can also be effec- 
tive during pregnancy when this experience 
is stirring up conflicts within the prospec- 
tive mother. Caplan (1) reported an ex- 
Periment in a clinic in Israel where the 


Purpose of group discussion was to modify 


the mother’s emotional attitude toward her 


child. A report on a continuing experi- 
ment in group counseling with expectant 
mothers conducted by a family counselor 
and a physician may, therefore, be of value 
and interest. 

Group counseling needs to be differen- 
tiated from classes in “Parentcraft’” and 
“Preparation for Childbirth,” and from 
group psychotherapy. The classes, offered 
by various church, educational or welfare 
groups in the community, usually have the 
following characteristics: they include the 
patients of a number of physicians; they 
are primarily lecture programs which also 
offer demonstrations and utilize various 


—————— 
Dr. Hurvitz is in the private practice of marriage 
and family counseling and psychotherapy in Los 
Angeles. 

This paper is based on an experiment conducted 
with the obstetric patients of Richard P. Berko, 
M.D., who participated as a resource person in 
this project. 
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audio-visual aids; they are presented in 
public places, and large group attendance 
is encouraged, These classes are primarily 
concerned with teaching certain skills and 
presenting preselected information during 
a prescribed course of study. In our ex- 
periment with group counseling with ex- 
pectant mothers each of these characteris- 
tics is modified, and we are not interested 
in teaching the skills of motherhood or 
offering preselected information. Although 
we encourage the participants in our group 
to attend such classes in the community to 
secure the very worthwhile skills and in- 
formation offered there, we, in our group, 
are primarily concerned with the attitudes 
and feelings of the expectant mothers. 
Group psychotherapy is an intensive 
process which involves exploration of un- 
conscious motivations and attempts to 
bring about basic changes in patients who 
have psychological problems. In some 
forms of group psychotherapy the relation- 
ships between the group members and the 
unconscious meaning that they have for 
each other is explored, and there is evalu- 
tion of transference and countertransfer- 
ence, analysis of resistance, etc. In other 
forms of group psychotherapy sociometric 
techniques are used and patients are helped 
to gain insight into their unconscious mo- 
tivations by psychodramatic methods. In 
our experiment with group counseling we 
encourage the expectant mothers to express 
their attitudes and feelings and to try to 
understand their sources, and while there 
is considerable discussion and evaluation 
of the importance of childhood and grow- 
ing-up experiences and attitudes toward 
sex, marriage, pregnancy, birth and moth- 
erhood, this is always on a conscious level. 
We work on the assumption that our group 
members are normal women and that preg- 
nancy and childbirth are normal eyents for 
them, and although some women may show 
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psychological problems, our purpose is to 
achieve more positive attitudes rather than 
character changes. 

The group of expectant mothers reported 
here was formed over a year and a half 
ago in response to the expressed and un- 
expressed questions of obstetric patients. 
The first meeting was convened by invita- 
tional letters which were followed up by 
phone calls. None of the five women who 
attended the first meeting knew each other. 
Attendance at subsequent meetings—which 
take place every other week in the recep- 
tion room of the physician’s office—ranges 
from five to nine women, and about 30 
different women have participated in this 
program up to the present time. No addi- 
tional fee was set for participating in the 
group meetings and new women are invited 
to join the group by the physician when 
they pass their fourth month of pregnancy. 
During the first few sessions refreshments 
were offered midway through the hour and 
a half meeting and during these meetings 
some of the women offered to bring cookies, 
etc. As the group members became more 
involved with their feelings they did not 
want to give up group time for refresh- 
ments so this was discontinued. 

Although the first group meeting was 
an awkward one, all the group members 
participated spontaneously or when they 
were invited. to express themselves in sub- 
sequent meetings. When a question was 
put to the group by the group leader, one 
or another woman responded. The group 
leader then invited the other women to 
express themselves about the question or 
about the remarks made by the others. 
Each woman was thus encouraged to ex- 
press herself about any. subject that came 
up during the group meetings. Meetings 
sometimes end with each participant's re- 


capitulation of the important points made $ 


during the evening’s discussion. When a 


Group counseling with expectant mothers 


new member joins the group the most 
recent new member before her is asked to 
explain to her the group’s purpose and 
method of functioning. 

The group which we formed is an “open- 
ended” group, meaning that new members 
are brought in as former members drop 
out. Such a group has both strengths and 
limitations. The experienced group mem- 
bers help to create a climate for discussion 
for the new members by expressing their 
own feelings freely and thus set an example 
for these newcomers. This is helpful be- 
cause there was a tendency for the group 
members to look to the leader for all the 
answers when the group was first organized. 
It was only with continued participation 
in the group that the members learned 
` that they were expected to search their own 
and the other group members’ attitudes 
and experiences for their answers. The 
experienced group members transferred 
this understanding to the new members 
by involving them in self-exploration and 
by helping them to understand that their 
own feelings are as important as those of 
an “expert.” One of the problems in this 
method of functioning arises when the 
group discusses a question that has been 
discussed previously, and the experienced 
group members tend to control the discus- 
sion and to give the “right” answers. How- 
ever, with continued group participation 
the experienced group members play a more 
enabling role in the discussion. 

An unanticipated development took 
place when women came back to the group 
after they had given birth. This is helpful 
to the other group members in some ways: 
(1) The women who had given birth report 
how the group discussions had helped them 
prepare for childbirth; (2) These women 
make suggestions to those yet to deliver 
about how to manage their hospital stay 
and give them information they had ac- 


cumulated to the time they left the hos- 
pital; and (3) The presence of these women 
in the group points up the continuity be- 
tween the predelivery and postdelivery 
periods. 

At the same time the presence of the 
women who had given birth also has some 
disadvantages: (1) The women who had 
given birth raise questions the others are 
not interested in—questions about their 
infants; (2) These women, who had par- 
ticipated in the group for four or five 
months, became a kind of subgroup whose 
members know the answers and who oc- 
casionally dominate the discussion by their 
ability to express themselves freely. As 
we continue to work with these women 
we help them focus on the primary pur- 
pose of the group—to help expectant 
mothers—and we encourage them to recom- 
mend the value of group counseling to 
their pediatricians. 

A positive aspect of having both pre- 
partum and postpartum women in the 
group relates to the physician's use of 
hypnosis in childbirth. When women who 
had experienced childbirth by hypnosis 
came back to the group and indicated how 
successful the procedure had been and how 
pleased they were with it, other group 
members are readier to try this procedure 
themselves. As group members turned over 
and more and more women reported their 
satisfying experiences with hypnosis, a 
climate of acceptance of hypnosis developed 
which plays an important part in helping 
the new patients accept childbirth by this 
method. 

One of the important functions of the 
group discussions is to uncover problems 
which require individual attention, Al- 
though each of the women in the group 
had been known to the physician for ap- 
proximately four months when she was in- 
yited to join the group, occasionally one 
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of them would report something significant 
in a group meeting, something she hadn’t 
reported in her appointments with the 
physician. This was true of a woman who 
was concerned about her husband’s hered- 
ity. In other instances women reported 
incontinence and diarrhea when this was 
mentioned by other women in the group. 
When they were asked why they did not 
report these symptoms in their individual 
appointments, these women usually replied, 
“I didn’t think this is important,” or “I 
didn’t want to bother the doctor.” As a 
result of group discussion these women 
learned that other women reported what 
they considered inconsequential informa- 
tion in their appointments, and when they 
noted that the other women were not 
criticized for this, it became possible for 
them to talk about other things they other- 
wise might not have brought up. 

During the group discussion it also be- 
came apparent that some of the women 
were experiencing domestic and marital 
problems, and these women were referred 
to the family counselor member of the 
group leadership team. Much of the group 
discussion is concerned with the relation- 
ship between wives and husbands, attitudes 
toward children, the responsibilities of 
family members, etc. On the basis of their 
frank discussion of the various questions 
raised, it is possible to determine which 
women have such serious problems in their 
home situations that professional help is 
needed. In one instance a woman reported 
that since she had been informed that there 
should be no sexual intercourse with her 
husband after she entered her ninth month 
she expected that he would seek gratifica- 
tion from other women, prostitutes in- 
cluded. Although this woman was un- 
happy about this expected behavior on the 
part of her husband, she felt that he was 
entitled to sexual gratification even though 
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it was not with her. When this was dis- | 
cussed in the group, methods of gaining — 
sexual gratification other than through 
intercourse were explained, and when this 
woman reacted violently to this discussion : 
she was invited to see the counselor pri- 
vately. In a series of private consulta- 
tions her attitudes were explored more 
thoroughly and she was helped to resolve 
the problem which might have become the 
source of a serious marital conflict. 

An important factor in group counsel- 
ing is the group leader. The group leader 
should have the professional training and 
experience which enables him to offer the 
information the group members need when 
they request it and to evaluate the suitabil- 
ity of the information that group members 
give to each other. The group leader 
should also have the kind of training and 
experience which enable him to under- 
stand and accept all the feelings that group 
members express about themselves, each 
other, their husbands, parents, present chil- 
dren and unborn children. Because of the 
setting and the purpose of the group for 
expectant mothers, the group leadership is 
divided. This, however, does not present 
any special problems because the two lead- 
ers work as a team. 

The physician member of the leadership 
team is primarily responsible for offering 
and evaluating information and the family 
counselor member of the leadership team 
is primarily responsible for dealing with 
the feelings of the group members. The 
physician, with his special competence as 
an obstetrician and gynecologist, offers in- 
formation about physiology, anatomy, hyp- 
nosis, hospital procedures, etc. The family 
counselor, who is a professionally trained 
family caseworker and marriage counselor, 
is primarily concerned with the feelings of 
the group members because of his special 
competence in the field of family problems 
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and interpersonal relations. He is respon- 
sible for creating a permissive environment 
to stimulate the participation of all the 
group members and to assist them to dis- 
cuss their significant personal experiences 
and attitudes and reveal their fears and 
anxieties. In action the family counselor 
sets the atmosphere of the group and guides 
the group discussion, and the physician, 
who is present at each meeting, serves as 
a resource person when his special skills are 
required. Our experience leads us to be- 
lieve that such a co-operative form of group 
leadership is not confusing to the group 
members and helps them to become aware 
of the special competence of each coleader. 

As we have indicated previously, there 
is no planned discussion at the group meet- 
ings. Instead, we discuss whatever subjects 
are of interest to the women present. Some- 
times the discussion is started by a question 
asked by the group leader and sometimes 
by a question asked by a member. The 
group leaders and members not only ask 
questions for which they want answers; 
they also ask questions to learn the atti- 
tudes of other group members, and they 
often bring newspaper and magazine clip- 
pings to the meetings, information they 
consider of interest to pregnant women 
and useful in stimulating discussion. Al- 
though the discussion is not always started 
with questions, these do arouse group 
participation. We have, therefore, phrased 
the many subjects we discussed in our 
group meetings in the form of questions so 
others who may want to attempt group 
counseling with expectant mothers may 
have the benefit of our experience. 

The questions are grouped together be- 
low in 10 self-explanatory areas, and in an 
eleventh area. In addition to the questions 
we indicate our purpose in asking them, 
the principles we attempt to elucidate or 
illustrate and our educational goals. 
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1. Childhood attitudes to pregnancy and 
motherhood: 
What was the earliest information you 
had about conception and birth, and 
what meaning does this have for you 
now? 
When did you first think that you 
would some day be a mother? 
What are some of the feelings you had 
about becoming a mother? 


What childhood fantasies did you have 
about becoming a mother, and how 
do you feel about these fantasies now? 


These questions are asked to help the 
women understand that their present atti- 
tudes to pregnancy and motherhood have 
grown out of attitudes they had as young 
girls. Some of their earlier attitudes and 
experiences may have created either ideal- 
ized models or negative patterns to the 
extent that they now may have feelings 
that are inappropriate to comfortable 
motherhood. The discussion of these ques- 
tions is aimed at helping the women un- 
derstand where their present feelings may 
have originated and at developing construc- 
tive and realistic attitudes toward mother- 


hood. 


2. Present attitudes to pregnancy and 
motherhood: 
Did you attempt to conceive without 
being successful, and what were your 
and your husband's feelings about this? 
How did you feel when you first 
learned you were pregnant, and have 
your feelings changed as you have 
progressed through your pregnancy? 
What are your feelings about your 
pregnant self; are you prettier or not? 
What do you miss most about being 

regnant; what pleases you most about 

bene pregnant? ; 
What are your reasons for having a 
baby? 
Are there times when you resent being 
pregnant? 
Do you wonder whether you will have 
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the feeling of motherhood for your 
child or whether you will be a good 
mother? 


These questions are also asked to elicit 
present attitudes to pregnancy and mother- 
hood. But with these questions the more 
immediate idealized or negative attitudes 
are elicited, and the women are also en- 
couraged to express any ambivalence they 
may have about being pregnant. The dis- 
cussion of these questions helps the women 
to understand that there are times when 
each of them has some ambivalence about 
being pregnant and to accept this as part 
of the process of pregnancy. 


3. Mood changes in pregnancy: 
Do you have sudden and unexplain- 
able mood changes? 

| Are you more irritable or sensitive to 
‘things during your pregnancy? 
Do you believe that your feelings about 
things and people are more intense 
now? 


Do you ever feel “high” or in a dream- 
like state? 


One of the kinds of questions the women 
feel most free to ask each other relates to 
their mood changes. When such questions 
are asked they are explored on two levels, 
First, to help the women become aware that 
their mood changes are normal during 
Pregnancy, to help them understand the 
sources of these mood changes both in their 
physiology and psychology, and by such 
awareness and understanding to help them 
to anticipate these feelings and thus be 

_ less disturbed by them. Second, these ques- 
tions are used to get at some of the more 
significant feelings indicated in the follow- 
ing group of questions. 

4. Fears regarding the mother herself in 


childbirth and after the birth of her 
child: { 
Are there times when you are fright- 
ened about being pregnant? 
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Do you wonder whether you will be 
unable to bear the pain of childbirth? 
Do you ever think that this is not the 
right time for you to have a child in 
terms of your own employment, your _ 
husband’s career, the long-term plans 
you and your husband have made, etc.? 
Do you fear that your marriage, career, 
or life may be ruined by a child? 

Do you believe that you will die in 
childbirth and leave your baby with- 
outa mother? `: 

Are you worried that you will not re- 
turn to your normal size after the baby 
is born? 


Do you have any fears of hospitals; 
what are your feelings about hospitals? 


Do you think you can understand how 
some women feel when they decide to 
have an abortion? 


Do you think you can understand how 
some women feel when they decide to 
give their unborn babies away for 
adoption? 


These questions are asked to help the 
women express any negative attitudes they 
may have toward pregnancy and mother- 
hood, to express their fears of childbirth, 
and by expressing these fears to help the 
women “cast them out.” When the women 
expose their negative feelings and fears 
and learn that the other women who are 
just like them in so many other ways also 
have such negative feelings and fears, they 
become more ready to accept that such feel- 
ings and fears are part of the experience 
of pregnancy and childbirth and are not 
the signs of a deranged person. The discus- 
sion of these questions is associated with the 
women’s fears about their own lives, fears 
which may be expressed in their ambivalent 
attitudes toward pregnancy. The discus- 
sion also gives the women information 
about modern obstetrics to help them un- 
derstand that on a reality level their fears 


are no longer appropriate. Where a par- | 


ticular woman appears to have a dispropor- 


Group counseling with expectant mothers 


tionate amount of anxiety regarding preg- 
nancy and childbirth, she is referred for 
counseling or psychotherapy. 


5. Fears regarding the child: 
Do you fear that your child will die 
during the process of childbirth? 
Do you fear that your child will be 
born prematurely? 
Do you fear that your child will be 
deformed or mentally deficient? 
What are your feelings about buying 
your baby’s clothes now, before the 
baby is born? 


Whereas the questions in a previous 
group are focused on the woman's fears 
about herself, the questions in this group 
are focused on the mother's fears about her 
child. By learning about the feelings of 
other women, they are ready to accept that 
such fears are part of the experience of 
childbirth. The discussion of these ques- 
tions is associated with attitudes of guilt 
and the expectation of punishment the 
women were ready to express. Here, also, 
the discussion gives the women informa- 
tion about modern obstetrics to help them 
to understand that on a reality level their 
fears are no longer appropriate, and where 
4 woman appeared to have a dispropor- 
tionate amount of anxiety regarding the 
normalcy of the coming child in relation 
to the other group members, she is referred 
for counseling or psychotherapy. 


6. Attitudes of the husband during his 
wife’s pregnancy: 
Have your husband's attitudes toward 
you changed since you became preg- 
nant? 
When did your husband first think 
he would some day be a father? 
Whose life changes more when a baby 
is born, the husband’s or the wife's? 
Who is more anxious to have a baby, 
the husband or the wife? 
What meaning does a child have for 
a man’s way of life; his ideas about 
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adventure, continuing his education, 
changing his job, etc.? 

Do you think it is “fair” for women 
to be pregnant for nine months and 
the men not to have any of the burden 
of pregnancy? 

Do you anticipate a change in your 
relationship with your husband after 
the new baby comes? 

Do you think that your husband will 
be able to handle himself and the 
situation properly when the time comes 
for you to go to the hospital? 


These questions are asked to help the 
women understand that their husbands are 
also involved in their pregnancy and child- 
birth, to help them become better aware 
of the various feelings men have toward 
their pregnant wives and the meaning of 
parenthood to their husbands’ way of life. 
To the women, pregnancy and motherhood 
may represent the fulfillment of a child- 
hood fantasy, but for the men it may repre- 
sent giving up childhood fantasies regard- 
ing adventure, etc. The wife who under- 
stands this may be better able to help her 
husband accept the responsibilities ‘of 
fatherhood and to help him regard his child 
as a symbol of a more mature masculinity, 
rather than to resent the child because it ~ 
represents the thwarting of childhood 
dreams. The discussion of these questions 
is also expanded to include a review of the 
reciprocal role responsibilities of the hus- ` 
band and wife in marriage and family liv- 
ing. 

7. Attitudes of the mother to the infant 

child: 


What are the enjoyable aspects of be- 
ing a parent; what are the unenjoyable 
aspects? 
How do your feelings affect the growth 
of the child? 
Can an infant’s or child’s dependence 
be regarded as a burden? 
Can a normal man or woman resent 
parenthood? 
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Are parents always pleased with their 
child’s growing independence? 

How do tensions between parents af- 
fect the infant child? 

Do you want a boy or a girl and why? 
Does your husband want a boy or a 
girl and why? Did your mother want 
a boy or a girl and why? Did your 
father want a boy or a girl and why? 
What meaning does your parents’ pref- 
erences mean to you? 


Do we repeat our parents’ pattern of 
attitudes and experiences with us with 
our own children? 


What are your feelings and preferences 
about breast nursing or bottle nursing 
your child? 


What are your feelings about an in- 
fant’s defecation, urination, and other 
bodily functions? 


Whereas questions in the previous areas 
elicit general attitudes to parenthood, ques- 
tions in the present group gain more spe- 
cific expressions of feelings toward an infant 
child and develop insight into the source 
of these feelings. The whole complex of 
positive and negative feelings toward one’s 
infant and maturing child is expressed 
here, and the negative feelings are accepted 
as a natural part of motherhood. They 
are not regarded as evidence of a woman 
who is unsuited for motherhood. Not only 
are the women encouraged to express their 

- attitudes about situations involving infant 
children they know; situations with which 
they are unfamiliar are also brought to 
their attention for consideration. 

In the discussion efforts are made to help 
the women understand that the attitudes 
they will have toward their children will 
not arise fully developed or thought out 
upon the birth of the child, but that these 
attitudes have been developing during their 
own growing-up experiences. The discus- 
sion helps the women become aware of this 
in such a way that the experiences they have 
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had will not stand in the way of a most 
constructive relationship with their 
dren, 


8. Attitudes of the mother when there is 
another child at home: i 
How have you prepared the present 
child for the birth of the new baby? 
How do you handle the present child 
with a new one coming; will there be 
jealousy and how can it be handled? 
Can a parent have a favorite child; do 


Do you believe that you will have feel 
ings for your first child that you wi 
not have for your other children? Are 
you a first or a subsequent child? ~ 


These questions are asked to help 
women in the group who are already moth: 
ers to become better aware that they may 
expect a response from their present child” 
when the new child is born and broug 
home. In the discussion it is brought ou 
that it is natural for a child who has had. 
his parents to himself for two or thret 
years to have some feelings about a new 
child coming into his life, that these would 
probably be feelings of jealousy and resent- 
ment and that these feelings would be ex- 
pressed in the childs own way. The 
mothers are also helped to become better i 
aware that because of their own experi 
ences in their parents’ family, they may 
have preferences for a boy or girl, a first 
or subsequent child, and may make choices 
among their own children. The discussion 
helps the mothers to become aware of these 
feelings and to prepare to handle them in 
such a way that they will not disturb the 
relationship between the mother and all 
her children. 


9. The social role of the mother and the 
maturation of her children: hs 
What is expected from the modem 
parent in his relations with his chil 
dren? 


Group counseling with expectant mothers 


What are the qualities of a “good” 
mother; where did you get these ideas? 
What would you prefer your relation- 
ship to your child to be? 


What is required of you if you are to 
be the model of women for both your 
male and female children? 


What are the different roles of the 
wife-and-mother? 

What are the different activities for 
which the wife-and-mother is respon- 
sible? 

What part do your attitudes to men in 
your life play in the way you will be- 
have toward your sons; what part do 
your attitudes to women in your life 
play in the way you will behave to- 
ward your daughters? 

What are the general expectations of 
a child for the first six months, year, 
etc, in relation to walking, talking, 
being weaned, toilet trained, etc.? 


What do we have to know about the 
physical and emotional problems of 
growing up for boys and girls to be 
effective parents? 


Many women in the group raise ques- 
tions about their functions and responsi- 
bilities as wives and mothers in the family. 
Many questions are also asked on the 
changing reciprocal responsibilities and ex- 
Pectations of the parents and their matur- 
ing children, Here again the discussion 
emphasizes the importance of attitudes and 
feelings in the relationship between parents 
and children, but the focus is upon the 
various roles of the parents. The discus- 
sion helps the women to understand that 
they play three different kinds of roles in 
their families: functional, which are the 

behavioral aspect of the status of wife-and- 
Mother; control, which are the expression 
of attitudes associated with the source and 
Kind of authority exercised within the fam- 
ily; and symbolic, which are formed as a 
Tesult of interaction with persons who play 

= an important part in the early emotional 
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development of the women and which still 
have meaning for them. The components 
of the functional roles are also discussed 
and the norms for their behavior reviewed. 
In addition, the women are given informa- 
tion about pamphlets and publications 
issued by various organizations and agen- 
cies; useful books are presented to them, 
and they are encouraged to make use of 
their neighborhood libraries, etc. 

When it became apparent from the kind 
of discussion that took place about other 
questions that some of the women are 
concerned about their sexual relationship 
with their husbands during their preg- 
nancy, questions specifically aimed at 
getting at these concerns were asked. The 
attitudes of some women from certain 
ethnic groups indicated that they appeared 
to be very permissive about their husbands’ 
extramarital sexual activities although they 
are very disturbed by these activities. The 
discussion’ of these questions is aimed at 
helping the women express their feelings 
about their own and their husbands’ sexual 
attitudes and behavior. Noncoital sexual 
activities are suggested to relieve sexual 
tensions during the period when inter- 
course is prohibited, and those women who 
may have had some guilt about such ac- 
tivities are informed that such behavior 
is part of a normal marital relationship. 

10. The woman’s anatomy and physi- 

ology, and the mechanism of inheri- 
tance: 

Why do you menstruate? 

How does the baby grow in the 
mother’s body? 

What does the inside of your body 
look like? - 

Can you tell if your baby will be a 
boy or girl? 

What determines whom the baby will 
resemble? 

What happens when a woman be- 
comes pregnant? 
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These questions are asked to help the 
women better understand the structure 
and functioning of their bodies, particu- 
larly their reproductive systems, and also 
the mechanism of inheritance. The dis- 
cussion utilizes charts, models and pam- 
phlets issued by various concerns and in- 
stitutions and visual aids which help us 
to achieve our purpose. 


11. Miscellaneous: 
Why do girls, brides, wives cry? 
What are some of the superstitutions 
you have heard about pregnancy? 


What are your feelings about the 
ceremonials which involve the infant 
child: circumcision, christening, etc.? 
Will there be any problem with par- 
ents, in-laws, grandparents, etc., in 
naming, taking care of the baby, etc.? 
Do you think that your mother-in-law 
will regard you differently after you 
have become the mother of her son’s 
child and the mother of her grand- 
child? 

What are your husband’s feelings 
about your having to stop working? 
Have you been able to get unemploy- 
ment compensation when you stopped 
working? 

What are the pros and cons of having 
the husband present when his wife is 
examined by the physician? 

What are your husband’s feelings 
about the physician who examines his 
wife’s genitals? 

What were your experiences with 
hypnotism? 


What is the meaning to you of these 
discussions? 


These questions are asked for a variety 
of purposes—some to secure information, 
some to arouse discussion and some to pre- 
pare the group for more significant ques- 
tions. The ultimate purpose of these ques- 
tions and the others that we raised is to 
help the women understand that they have 
attitudes and feelings which have arisen 
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from their significant associations and ex. 
periences and that they should express 
their attitudes and feelings. In our dis 
cussion we attempt to help the women be. 
come aware of their attitudes and feelings, | 
to understand their sources and to express 
them. It is our understanding, reinforced 
by our experience with this group, that 
participation in the process of self-under- 
standing makes it easier for the expectant 
mothers to handle more effectively the 


‘tasks of pregnancy, childbirth and mother- 


hood. 

The subjects and feelings we discussed 
and explored in our group meetings may 
be summed up as follows: Although mother- 
hood is the fulfillment of childhood ex: 
pectations and fantasies and is also the 
expression of love in marriage, it is also 
a time of concern, anxiety and fear. The 
women express their positive desire for chil- 
dren but they also express their fears that 
they will not be able to stand the pain of 
childbirth, that their children will be born 
prematurely, that either they or their chil- 
dren will die in the birth process, that their 
children will be mentally and/or physically 
deformed, that they may lose some of their 
physical attractiveness as a result of their 
childbirth experiences or that they will not 
respond lovingly and be good mothers to 
their newborn children. 

The expectant mothers are concerned 
about the changes taking place in them- 
selves and the feelings that these changes 
arouse. They have concerns about their 
husbands’ attitudes toward them during 
their pregnancy and feel the need to satisfy 
the physical and emotional needs of their 
husbands now and of both their husbands 
and children after their children are born, | 
and they express some feelings about the 
unequal burden they carry as wives and 
mothers in relation to the load of husbands 
and fathers. They are concerned about the 
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social roles of husbands and wives, about 
their responsibilities to each other and to 
their other children and about their rela- 
tionships with such other family members 
as parents and in-laws, 

We can see, therefore, that although 
pregnancy and childbirth are normal proc- 
esses, they are also experiences which evoke 
considerable anxiety in the expectant 
mothers. We believe that our experience 
with group counseling with expectant 
mothers helps to relieve this anxiety and 
helps the expectant mothers face preg- 
nancy and childbirth with more positive 
attitudes. 

In conclusion, as a result of our experi- 
ence up to the present time, we believe 
that there are important values in group 
counseling with expectant mothers. We 
believe the group helps: 

1, Provide a setting and an opportunity 
for mutual discussion of questions that 
concern pregnant women and for the ex- 
pression of their feelings about pregnancy, 
childbirth and motherhood; 

2. Develop positive attitudes toward 
pregnancy, labor and childbirth; create 
feclings of ability and effectiveness about 
handling their infants and growing chil- 
dren; and develop attitudes toward their 
children which will help them function 
More effectively as mothers; 

3. Give the group members information 
about their bodies—structure and func- 
tion—and about conception, foetal develop- 
ment, the birth process, etc.; and to relieve 
uncomfortable feelings and tensions where 
incorrect information caused difficulties; 

4. Group members become aware of the 
Sources of their present attitudes and feel- 
ings about pregnancy, childbirth and moth- 
erhood, to evaluate the significance of these 
sources and to become aware that their 
attitudes and feelings are not unique but 

_ are also experienced by other women; 
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5. Make it easier for pregnant women to 
ask questions which concern them in their 
individual appointments and to reveal spe- 
cial problems that are followed up in indi- 
vidual interviews; 

6. Establish attitudes in the group mem- 
bers which help them better understand 
their husbands’ attitudes, feelings and be- 
havior during their pregnancy, create a 
more satisfactory sexual relationship with 
their husbands during their pregnancy 
and assist them in creating a more effective 
total marital relationship between them- 
selves and their husbands. 


SUMMARY 

This paper reports an experiment in group 
counseling with expectant mothers. The 
organization of the group and various ad- 
ministrative and procedural aspects of the 
group's functioning were described. Group 
counseling was differentiated from classes 
in parenthood and from group psycho- 
therapy; the role of the group leader was 
emphasized, and the division of responsi- 
bilities of the family counselor and the 
physician in the group were reported. The 
way information gained in the group ses- 
sions was used with individual group mem- 
bers was presented, and the type of refer- 
rals made for individual treatment was 
described. Many of the questions raised 
in the group meetings were listed by cate- 
gories and the purpose of these questions 
was presented. The values of group coun- 
seling as revealed in our experience were 


indicated. 
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ROBERT DEWAR, M.A. 


Escapes from a mental hospit 


The freedom which the average person in 
our society enjoys is little appreciated until 
it is curtailed. This can occur when the 
individual enters any of what Goffman (2) 
has termed “total institutions.” This term 
covers such places as mental hospitals, pri- 
sons, TB sanatoria, and refugee camps 
where there is usually considerable restric- 
tion of the individual’s freedom. When 
faced with a restriction of this type, the 
individual has three choices: he can sub- 
mit to the restriction; he can revolt; or he 
can escape from the institution, 

In recent papers Goffman, ibid, Ellen- 
a 
Mr. Dewar was a clinical Psychologist at The Sas- 
katchewan Hospital, Weyburn, Saskatchewan, 
Canada, when this study was done. He is now em- 
ployed at the University Hospital in Saskatoon, 
Sask, 
1The term “elopement” refers to a patient's being 
absent from the hospital without Permission and 
without the intention of returning. Essentially it 
is an escape from the hospital. 
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ing syndromes of “hospitalitis,” “prisoniza- 
tion” and “desocialization.” The second 
type of reaction to a restriction of freedo 
—revolt—is rarely if ever found among 
schizophrenic patients. Organized hospital 
revolts have been the work of admission 
ward psychopaths, alcoholics, defectives or 
the criminally insane rather than schizo- 
phrenic patients. Since the greatest pro- 
portion of patients in large mental hospi- 
tals are schizophrenic, the question of 
mutiny is not too important from the 
psychiatrist’s standpoint. The third reac- 
tion to a restriction of freedom—escape— 
will be the focus of this paper. 

The goal of this study is to learn such | 
things as the frequency of elopement,1 the 
type of ward from which elopements occur, 
the time of elopements, where patients go 
when they elope and the opinion of both 
staff and patients regarding elopements. 


METHOD 


The study was carried out in a 1,500-bed 
mental hospital in which three of the 
twenty-one wards have unlocked doors. 
The hospital is located in a small Canadian 
city of 8,000 population which is the mar- 
keting center for a large rural area, The 
study included interviews with 31 patients 
—14 of whom had eloped from the hospi- 
tal and had subsequently been returned— 
and with 93 staff members, as well as a 
survey of all elopements during a three- 
year period. 

Hospital records for the period from 
June 1, 1955, to May 31, 1958, were con- 
sulted and the following information ex- 
tracted: the number of patients who 
eloped, the day and month of the elope- 
ment, how the patient eloped, how the 
patient was returned, whether the patient 
had parole,? the length of hospitalization, 
type of ward, age and diagnosis. A more 
detailed analysis was carried out on the 
records of 44 elopements during a seven- 
month period—January 1, 1958, to July 31, 
1958—to determine where elopers were 
found, the reasons they gave for running 


_ away and how long they were absent from 


the hospital. 

After this information had been gleaned 
from the hospital records, patients and 
Staff were interviewed to discover their 
views of the situation. Twenty-one nurses 
and thirty-one patients were interviewed. 

Interviews were also conducted with the 
hurses who were familiar with certain pa- 
tients who had eloped. Two nurses, in 
addition to the ward supervisor, were asked 
of each specific case: “Do you think that 
the elopement of Mr. X was a good thing 
or a bad thing; i.e, does it indicate im- 
Provement, getting worse or neither? Have 
¢lopements increased or decreased over the 
Past three years? (If you do not know, 
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guess.) Has the hospital been taking too 
much risk in giving the patients more free- 
dom—parole, open doors, etc.? Are we 
endangering the public by doing this?” 

In this way opinions were obtained from 
the nurses concerning 31 specific elope- 
ments. For this part of the survey 72 nurses 
were interviewed, 


RESULTS 


The greatest number of elopements oc- 
curred during the 1955-1956 period when 
105 (42 female and 63 male) patients 
eloped. In subsequent years the number 
of patients eloping was 64 (25 female and 
39 male), 73 (22 female and 51 male), and 
77 (89 female and 38 male). There was no 
significant sex difference, since the ratio 
of men to women in this hospital is 3:2. 
The number of elopements has been rela- 
tively stable since the initial decrease in 
1956, The analysis of the records showed 
that elopements are most common in the 
summer months of June, July and August. 
Saturday was the most popular day for 
eloping. Approximately half of the elope- 
ments occurred from the patient's ward; 
the other half occurred while the patients 
were outside of the hospital on parole, 
working, at occupational therapy or recrea- 


tion, 


2“Parole” refers to the patient's right to leave the 
hospital ward unescorted during specified hours 
of the day, The most common type is grounds 
parole which allows the patient to go anywhere 
on the hospital grounds. A number of patients 
are also allowed to leave the hospital grounds if 
they wish, Many patients have their own keys. 
2 These figures indicate the number of different 
patients who eloped during this period, Where 
a patient eloped more than once, only the first 
elopement was included in the survey, The last 
figure, 77, was the number of patients eloping 
during the period from June 1, 1958, to May 31, 
1959. 
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One-eighth of the sample eloped from 
parole. About 85 per cent of the patients 
were returned to the hospital by hospital 
staff or police. Fifteen per cent returned 
voluntarily. Occasionally the patient was 
not returned but discharged from elope- 
ment. Elopements were less frequent 
among patients who had been in hospital 
more than 10 years. Elopements decreased 
rapidly with age. They are most common 
among patients twenty to thirty years of 
age. Elopements were found to be much 
more frequent on wards with locked doors 
than on open wards. Thirty-eight per cent 
of all patients who eloped had parole at 
the time of their elopement. The records 
show that approximately 60 per cent of the 
elopers were diagnosed “schizophrenic.” 
This is comparable to the percentage of 
schizophrenic patients in the hospital. 

Of the sample of 44 elopements studied 

- in detail, 13 patients managed to reach 
home or some other town or city in their 
endeavor to escape. Twenty-four elopers 
got no farther than the city (one mile dis- 
tant) or the highway leading out of the 
city. The remainder returned voluntarily 
or were discharged from elopement. On 
each elopement record there is the patient's 
statement of his reason for running away 
from the hospital. By far the most frequent 
reason was the desire to go home. Seven 
of the 17 patients who said they wanted to 
go home actually got there. The length 
of time that patients were gone from the 
hospital varied from 20 minutes to 60 
days. Sixty per cent of elopers were re- 
turned to the hospital within five hours. 
Five patients were gone more than one day. 
The records of a mental hospital in On- 
tario show that one escapee from that in- 
stitution reached Australia before being 
located. > 

Estimates of the number of elopements 
that had occurred during the preceding 
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and staff. Many interviewees had no i 
of the number of elopements. Both gro 
underestimated their frequency. 
median estimate for the patients was 
while the median estimate for the staff] 
22. The actual number of elopemeéi 
during the period had been 74. It y 
generally felt by both staff and patici 
that staff carelessness did not prompt elop 
ments. Both staff and patients also f 
that the most frequent reasons for elopi 
were a desire for home and the feeling’ 
being “fed up with the hospital.” 

A number of patients had never 
tempted to escape for they considered} 
a waste of time; they would only be caug 
and brought back. Practically all patiel 
interviewed expressed the opinion that U 
majority of those who escape are caug 
A few others felt that a patient should n 
leave the hospital until the doctor says ] 
is ready to go. Some reasons given for í 
running away were: “there is no place | 
g0; you cannot get a job; it is not right! 
Tun away; you would be brought back am 
punished for it.” Of the 17 patients wh 
had not eloped, 13 said that they had ne 
considered doing so. 

The staff members interviewed W 
unanimous in stating that parole patie! 
are no more likely to elope than 
without parole. The patients’ views 
evenly divided on this question. The ht 
pital records showed. that there was 
greater proportion of elopements amon 
parole patients than among the others. 

Does an elopement indicate any 
about the patient’s condition? While the 
majority of both patients and staff intel 
viewed felt that it usually indicated 2 
change in the patient, one-third of th 
sample said it meant improyement. 
nurses interviewed seemed more relu 
to view an elopement as a sign of impro 


ment than did the patients. Agreement was 
very slight among the nurses who were asked 
if they thought a particular patient’s elope- 
ment meant that he was improving, getting 
worse or neither. 

The reasons for elopments should de- 
termine to some extent where patients will 
go when they run away. Most of the pa- 
tients interviewed said that they would go 
home if they ran away. The vast majority 
also felt that other patients would do the 
same. The nurses interviewed were in 
greater doubt as to where patients go when 
they elope, although the patient’s home was 
still considered the most likely destination. 

When asked how one might go about 
escaping from the hospital, most of the 
patients recognized that having parole 
made elopement relatively easy. Other 
methods of escape mentioned were: run- 
ning away from a group which was walking, 

working, or at recreation or occupational 
therapy, escaping through a window, get- 
ting a patient with a key to let you out. 
Six of the thirty-one patients interviewed 
had no idea how they could escape. 

Length of hospitalization seems to af- 
fect the patients’ attitudes toward elope- 
ments. Patients who were hospitalized less 

. than a year had little idea of the frequency 
of elopements and more readily blamed 
Staff carelessness for the elopements. How- 
ever these patients had more realistic no- 
tions on how to escape and where to go. 
As mentioned previously, short-stay pa- 

, tients had a higher elopement rate than 

| long-stay patients. All four patients who 
felt that one should stay in the hospital 
Until the doctor says he is better had been 

hospitalized less than eight months. 

The opinions of patients who had eloped 
and those who had not eloped differed on 

) only two questions. The elopers thought 

that parole patients were more likely to 
clope. These patients also had more def- 
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inite ideas on where they would go if they 
ran away. 

Not only were the nurses unaware of 
the actual number of elopements; they 
were also unaware of the relative stability 
of their frequency in recent years. Thirty- 
six per cent of a sample of 64 nurses said 
that elopements had increased during the 
previous three years. A similar propor- 
tion believed that elopements were occur- 
ring less frequently. 

As might be expected, a sizable propor- 
tion of the total number of elopements 
from the hospital was made up of the few 
patients who eloped whenever the oppor- 
tunity arose, especially when they were off 
the ward with a group. For example, one 
lady had eloped 21 times in less than two 
years; another patient had been known 
to elope three times in one day. 

The staff was generally optimistic about 
the increased freedom patients have been 
given in the past few years. Practically all 
nurses interviewed felt that the hospital 
was not taking too much risk nor endan- 
gering the public by increasing the patients’ 
freedom. Many expressed the view that it 
created a better appreciation for and un- 
derstanding of mental illness in the com- 
munity. 


DISCUSSION 


If an elopement is considered a bid for 
freedom, would an increase in freedom 
result in fewer elopements? The open door 
policy has been very successful in many 
mental hospitals. It has been found to 
work more efficiently and usually requires 
less staff once the patients and nurses be- 
come accustomed to the system. A natural 
fear on the part of the nurses, at first, is 
that many patients will escape. This is 
what happened at Central Mental Hospital 
in Hatton, England, where Dr. Edward 
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Stern (8) gradually opened all the doors of 
that institution: escapes increased at first, 
then decreased to a point lower than before 
the doors were opened. The symptoms of 
frustration and resentment which are pro- 
duced by confinement are usually taken to 
be part of the patients’ illness. 
An analysis of the hospital records shows 
a sharp decrease in the frequency of elope- 
ments after the 1955-1956 period. It is 
impossible to attribute this to any single 
factor, but increased freedom to leave the 
wards has no doubt been important. Since 
the initial period investigated, more pa- 
tients have been given parole, and security 
regulations have been generally less strin- 
gent. With the emphasis changing from 
custodial to therapeutic care and rehabili- 
tation, discharge from the hospital is easier 
than it was formerly. The increasing prac- 
tice of allowing patients to go home on 
week ends or for two weeks’ or thirty days’ 
leave has increased the patients’ interest 
in returning home and has given them 
hope of leaving the hospital permanently. 
A change in attitude toward elopements 
may have affected the number of reported 
“escapes.” The fear that formerly shrouded 
elopements prompted a nurse to report 
every disappearance immediately rather 
than to look for a patient who may have 
just wandered off and could be found 
easily. 
Elopements from a mental hospital 30 
or 40 years ago were considered a more 
_ serious offense than nowadays. In his auto- 
biography William Seabrook (6) mentions 
that only suicides were dreaded more than 
‘attempted escapes. Now an elopement is 
not treated with fear or alarm but is often 
seen as an indication of initiative on the 
part of the patient—a desire to leave. 
Thomas Hennell (3), in his autobiography, 
says: 
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“And I think it fair that one shi 
be moderately punished, not for e 
ing but for failing to escape effectu 
He who gets clear away for a fortnig 
cannot be returned to an asylum witho 
fresh or sufficient reason.” j 


In this hospital it is not uncommon 
discharge a patient from elopement or, 
he has gone home, to let him stay fo 
visit. 

Although we may think of escapes 


ture. In describing Japanese mental ho 
pitals of the early 1900's Peterson (5) r 
ports that “There is never an effort on th 
part of the patients to escape.” : 

It is interesting to note a few of the 
sons which were not given as explana 
for escapes: overcrowding, lack of pri 
and insufficient staff and treatment (espi 
cially for the chronic patients). i 

Throughout the interviewing for thi 
study it was evident that many of the long 
stay patients had little interest in elo 
ments. Some were not even aware 
people did run away from the hospi 
while a few others felt that it was nọ 
the right thing to do. The general imp! 
sion was that these chronic patients 
little interest in getting out of hospital. 
few chronic nonelopers had consi 
running away but had never done anythi 
about it. Another point which seems 
indicate a lack of interest in adjusting 
society was the fact that only two pa 
of all those interviewed mentioned the 
sire for a job as one of the reasons 
running away from the hospital. Thi 
culturation of chronic mental hospital 
tients has been found in other research | 
at this hospital (7). 

The use of the concept “elopement 
often questioned by the staff. They 
that patients frequently wander off 


confused state or are late returning from 
parole with no intention of leaving the 
hospital. This is supported by the fact 
that one-seventh of the patients who elope 
return voluntarily, and about one-fifth of 
them are found on the hospital grounds. 

Some striking differences can be seen be- 
tween escapes from mental hospitals and 
those from prisons. An escape from a 


` prison is a serious thing and when at- 


tempted is done with great determina- 
tion, unlike most mental hospital escapes. 
The lack of planning and the large propor- 
tion of single escapes from mental hospitals 
are in sharp contrast to prison escapes, 
which sometimes involve years of planning 
and the help of many inmates. On only six 
occasions during the last two years did two 
or more patients leave this hospital to- 
gether. 

This underscores the point made by a 
former patient: “There are no wholesale 
attempts at breaking out of an insane 
asylum. The mental condition of insane 
patients seems to preclude entirely their 
co-operating in escape attempts. They act 
alone, They keep their plans, if they are 
able to plan, entirely to themselves. They 
do not act in concert in anything; they are 
completely individualistic” (4). 

Four of the six combined escapes from 
this hospital involved only patients from 
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‘admission wards. Two of these cases in- 


volved both sexes. Of the 15 patients who 
took part in the six combined escapes, four 
were schizophrenics; two were mental de- 
fectives; two were alcoholics; three were 
depressives; one was a neurotic; one was a 
behavior disorder; one was a pathological 
personality; and one was a paranoid state. 
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ALCOHOL EDUCATION FOR THE 
LAYMAN: A BIBLIOGRAPHY 
By Margaret E. Monroe and Jean Stewart 


New Brunswick, N. J., Rutgers University Press, 
1959. 166 p. 


There has long been a need for a good 
bibliography of educational materials con- 
cerning alcohol, which would include se- 


lected material on the major problem of. 


alcoholism. This book very ably meets 
that need for its contents actually cover a 
considerably broader area than the title 
Alcohol Education for the Layman would 
lead one to believe. 

The term “alcohol education” has un- 
fortunately long been associated with tem- 
perance propaganda and special pleading. 
To their great credit, the compilers and 
annotators of this bibliography, Margaret 
E. Monroe and Jean Stewart, of the Gradu- 
ate School of Library Service at Rutgers 
University, have succeeded in avoiding this 
narrow connotation. They have shown a 
high degree of scholarly objectivity in their 
choice of materials for inclusion. The re- 
sult is a valuable reference work for stu- 
dents of the subject; it is suitable not only 
“for layman’s use at high school, college 
and adult level,” which is the authors’ 
stated purpose, but for professional use 
as well. 

Included are books, pamphlets, study 
course materials, films and film strips, 
amply demonstrating the more important 
developments in this field up to 1958, the 
year the selections were made. It is to be 
hoped that the book will be brought up 
to date periodically since new materials 
are constantly being developed and should 
become as easily accessible as the materials 
included here. 

The criteria used for making selections 
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petent and honest communication of th 
information in a form useful to the ay 
man, and an important contribution to al 
area of alcohol education.” In the case o 
the films, a particularly exhaustive sti 
was made with the guidance of a gro 
of highly-qualified specialists in the field 
resulting not only in a good selection 
in excellent description and evaluation 6 
the films selected. The authors also ma 
sound suggestions on the proper use 
the films, which is almost as important a 
having the right film! 4 

In view of the growing interest in sound 
unbiased information on both alcohol an 
alcoholism, the publication of a defini 
source book on the wealth of materials 
available is both timely and impori 
Every library should possess a co 
Marty Mann, The National Council € 
Alcoholism, Inc., New York, N. Y. 


SURVEY OF STUDENT OPINIONS © 
ABOUT LEARNING EXPERIENCES © 
IN PSYCHIATRIC NURSING: 
By Goldie Ruth Kabach, Ph.D. 
New York, National League for Nursing, 1960, 24 


This publication is a concise presenta 
of the opinions of 772 nurse students ab 
their psychiatric nursing experience, Tal 
are used to facilitate the reading and 
prehension of the research report. 

While the major findings are concern! 
with psychiatric nursing, there are Pe 
tinent implications for all of nursing edu 
tion and service. Many of the implicati 
are pointed out by the author; some, 
ever, are not noted in the written text. 
implications which were not noted i 
these: 


1. Students, particularly seniors, stated 
that they least prefer to work with geriatric, 
chronically ill, psychiatric, cancer, ortho- 
pedic, and tubercular patients. The same 
group most prefer to work with children, 
convalescent, medical-surgical and obstetri- 
cal patients. 

This raises the question: Is nursing ed- 
ucation now preparing future nurse practi- 
tioners who will find job satisfactions only 
when caring for those patients who will be 
hospitalized for 5-14 days, acutely ill, and 
have an optimistic prognosis? If the an- 
swer to this question is “yes,” who is to care 
for the long-term, chronically. ill patient 
with the less optimistic prognosis—the 
group which comprises the bulk of the total 
patient census? 

2. Students stated, as chief reasons for 
difficulties in their initial relationships with 
patients, lack of communication skills and 
an inability to form relationships. In re- 
sponse to a later question, the same students 
Stated that English and speech were the 
nonclinical courses which contributed least 
to the psychiatric nursing experience. If 
the origin of communication skill is not in 
Speaking one’s native tongue, where is it? 
Perhaps this pair of opinions suggests that 
nurse educators might critically evaluate 
the nonclinical content of the total curri- 
culum for nurse students. 

This publication merits careful consid- 
eration of nursing service as well as nursing 
education. Nursing service administrators 
may be interested in the opinions of stu- 
dents concerning qualifications of person- 
nel. The selection of patients chosen to be 
used in the basic experience of the student 
May be one of the major factors which leads 
her to choose other fields of nursing when 
she becomes a practitioner—Marcarer A. 
Marsma, R.N., M.S., Rutgers University, 
Newark, N. J. 
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SOME GUIDE LINES FOR 
EVALUATIVE RESEARCH 
By Elizabeth Herzog 


Washington, D. C., U. S. Dept. of Health, Educa- 
tion and Welfare, 1959, 117 pp. 


This publication indicates that social work- 
ers are doing a better and better job of 
integrating insights relative to research. 
Possibly to the sophisticated psychological 
researcher some of the contents of the vol- 
ume might seem oversimplified. 

However, to those who wish a concise over- 
view of the most widely cited design prob- 
lems in doing evaluative research in such 
areas as psychotherapy, those who perhaps 
in their own training were not exposed to 
such insights, this volume would be a good 
beginning point. It points up much wish- 
ful, inexact thinking about psychotherapy 
and its results, especially in making com- 
parisons and evaluations. 

This publication outlines the elements in- 
volved in a fairly simple, clear-cut and usa- 
ble way. Vague concepts are enlarged upon. 
Although mostly questions are raised, it 
makes these more meaningful; for example, 
the oft-found discrepancy between actual 
practice and the ostensible theoretical ori- 
entation of the practitioner is explored. 
The complex interrelationship of training, 
experience, personality, theoretical orien- 
tation, etc., are brought out, The difficul- 
ties of assessing the effect each of these 
produces in a given therapy situation is 
complicated by the difficulty in delineating 
each, as well as their complicating each 
other. If any of these elements is not taken 
into account, the author rightly insists that 
it be so stated and not merely by-passed. 

The book is well-arranged with chapters 
and subdivision headings very visible and 
simple to refer to. The presentation reads 
easily. Even if it is not used in preparation 
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for research, it will help the practitioner of 
psychotherapy to clarify his thinking and 
sharpen his goals with his patients and col- 
leagues. 

There is a thought-provoking discussion 
on whether a half loaf is better, in regard to 
inexact controls or criteria versus none at 
all, The author wisely cautions about ma- 
jor, validating research. It is not to be 
undertaken lightly if a fact-finding study or 

"a survey will do in its place, or where an 
undertrained or understaffed organization 
does not have available full-time and fully- 
trained researchers, Pre-evaluative research 
is differentiated from this, with regard to 

its availability for the individual practi- 

_ tioner as well as its possible ultimate value 
for the larger research picture.—Davip 

_ MENDELL, M.D., Houston, Tex. 


ANNUAL REVIEW OF PSYCHOLOGY, 
VOLUME 11, 1960. 

Edited by P. R. Farnsworth 

Palo Alto, Calif., Annual Reviews, Inc., 1960, 544 pp. 


This is a reference publication for persons 
engaged in teaching or research in psychol- 
ogy and related fields, and for this audience 
it is invaluable. As in the previous 10 years 
of the series, this volume provides an au- 
thoritative and comprehensive review of re- 
cent psychological literature. However it 
presumes a considerable knowledge which 
makes it somewhat too technical for the 
less sophisticated reader, except as a ready 
bibliographic source for the topics covered, 
Because of a new policy, the selection of 
chapter topics each year will be in keeping 
with a long-range plan to cover all major 
areas systematically, rather than have a 
strict annual review of the entire psycho- 
logical field. This year chapters on theory in 
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physiological psychology, behavior geneti 
personality dynamics, psychopharmacolo on 
color vision and perceptual learning re 
sent specialized efforts to cover the lit 
ture in these areas beyond just the as 
year. Similarly, chapters on engineerin 
psychology, psychological aspects of ag 
and psycholinguistics reappear in this 
ume after a lapse of several years, and 
cover more than just the last year of publi 
cations. e 
It is obviously impossible to review th 
content of a volume of this nature. Perh; aps 
it is sufficient to conclude that, as the onl 
annual reference publication of its ki 
this volume continues to provide a mo: 
useful periodic summary of progress ir 
psychological research. —EL1 A. RUBINSTEIN, 
PH.D., National Institutes of Health, Be 
thesda, Md. 


RECENT CONTRIBUTIONS OF BIO. 
LOGICAL AND PSYCHOSOCIAL IN: 
VESTIGATIONS TO PREVENTIVE 
PSYCHIATRY 

Edited by Ralph H. Ojemann 


Iowa City, State University of Iowa, 1959, 181 p 


Workers in many fields were brought t 
gether for this second of a series of inst 
tutes dealing with this subject. The 
institute considered basic aspects: namel) 
current definitions of the concepts of “ 
vention” and “creative development,” 
tors associated with the prevalence of mi 
tal illness and recent research on the effect 
of education in human development. S 
gested next steps in research were deline- 
ated. These facets are taken up in this book: 

A. Creative mental health, as analoj 
to creative physical health, (for exam, 
nutrition, immunization, etc.) 


B. Updating concepts relating genetics 
with psychodynamics and sharing good ex- 
amples of their interplay. ; 

C. Recent contributions from the study 
of physiological disturbances, damage, and 


_ the relationship of physical illness with 


mental health (one interesting facet 
brought out: “most brain damage children 
born between 11 P.M. and 7 A.M.”) 

D. The law is taken as an example of a 
social institution (a cystallization of cer- 
tain ways of thinking and acting). It is 
examined as to how good a job the law is 
doing. What are the means and goals avail- 
able to us in reworking our institutions; 
the relationship of law to the feeling of 
belonging? (It is integrating in that it sets 
limits.) 

The presentations are rather uneven— 
from the standpoint of quality and inter- 
est—for any one reader. This is a small but 
Necessary fragment of the vast amount of 


` interchange and communication needed to 


help the workers in these related fields. It 
is worth the effort to read the presenta- 
tions, which are held to a minimum. The 
Spontaneous interchanges, as usual, are very 
enlivening. The many well-qualified people 
involved assure a fairly authoritative view 
of current developments concerning the en- 
deavors in which so many of us participate. 
Davin Menpett, M.D., Houston, Tex. 


FUNDAMENTALS OF CHILD 
PSYCHIATRY 
By Stuart M. Finch, M.D, 


New York, W. W. Norton & Co., Inc., 1960, 334 pp- 


The need for a basic or introductory text in 
child psychiatry is indicated by the recent 
appearance of several books. Others are 
M preparation. With a diversity of pro- 
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cedural interests in a relatively young field, 
universal approval will be difficult to 
achieve. Dr. Finch has offered a text based 
frankly on psychoanalytic psychology. 

The book begins with an outline of psy- 
chosexual development leading to the clas- 
sical delineation of a structured personality, 
embodying an organized ego with its mech- 
anisms of defense and an established super- 
ego. The unsettled matter of classification 
is handled according to the diagnostic and 
statistical manual of the American Psychi- 
atric Association, and the bulk of the book 
consists of a discussion of the various clini- 
cal entities, with illustrative case material. 
Chapters on history-taking and the psy- 
chiatric and psychological examination 
lead to a discussion of treatment of the 
child. The final chapters touch on “special 
consideration,” which include illegitimacy, 
adoption, foster home placement, divorce 
and institutional care, with special com- 
ments on adolescence. 

Work with parents is touched upon in a 
limited manner, and the book does not 
embody adequately the collaborative proc- 
ess of concurrent work with parents and 
child. 

Some of the essays on clinical entities are 
excellent. An outstanding chapter on “The 
Child with a Psychophysiologic Disorder” 
contrasts with an unimpressive account of 
“The Psychotic Child.” 

The book presents a provocative and use- 
ful suggestion of the kind of information 
which should be provided in an intro- 
ductory statement for doctors, social work- 
ers, psychologists and those who are under- 
taking a career in work with children. Well- 
organized and written in an interesting 
manner, it should find an audience among 
professionals in related fields and some lay 
readers——D. FRANKLIN Rosinson, M.D., 


Wilkes-Barre, Pa. 
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THE EXCEPTIONAL CHILD, 
A BOOK OF READINGS 


By James F. Magary and 
John R. Richorn 


New York, Henry Holt & Co., 1960, 561 bp. 


This volume includes 71 carefully selected, 
short, reprinted articles covering the pres- 
ent day broad field of the exceptional child 
—all by recognized authorities. The well- 
selected readings, in clear type, are pri- 
marily for educators and are sufficiently 
informative. Like all readings covering a 
large area they tend to be superficial and 
only scratch the surface of a topic. Yet one’s 
interest is piqued by judicious selection and 
pertinent editorial comment, and one is 
tempted to pursue further the particular 
topic. 

“Exceptional children” is a term used 
for those who would “benefit from special 
considerations, services or curriculum in 
their daily school routine;” it is not a polite 
euphemism for the mentally retarded. 
Hence the writings for educators are drawn 
from educators, social workers and medical 
men. Drawing from such a heterogeneous 
group, the editors recognize, results in an 
“inevitable lack of uniformity in the frame 
of reference, style and vocabulary.” I did 
not find this at all unpleasant or jarring. 
To help make the book valuable to those 
who give courses, there is a chart inside the 
covers which correlates readings with a 
number of general texts on the psychology 
and education of exceptional children. 

Because of my special interests, I found 
Dr. Leo Kanner’s article on “Emotional 
Disturbances Simulating Mental Retarda- 
tion,” Edgar A. Doll’s “Behavioral Syn- 
dromes of CNS Impairment,” and Alfred 
A. Strauss’ “Education of the Brain In- 
jured Child” especially well-selected. The 
impact of emotional disturbances on in- 
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tellectual and social performances, the in. 
creasing understanding and delineation of 
“mental retardation,” the energetic and 
realistic approaches to the problems of the} 
“brain damaged” are pointed up succinctly, 

“Brain damage” is a rather harsh label, 1} 
have found in my contacts with parents 
that the term has always seemed to connote | 


the use of “CNS impairment” or a term like 
“neurological handicap.” It is kinder to| 
parents and not inaccurate, y | 

The horizon of the book may be indicated | 
by pointing out that not only children with | 
neurological impairment are included but | 
also those with handicapping medical, 
orthopedic, visual or auditory conditions, | 
even disturbed children, those with learn: | 
ing difficulties, cultural handicaps, and 
gifted children. 

Educators should find this book very 
valuable. The lack of depth in each sub- ¥ 
ject is inevitable but this is a small criti- | 
cism in view of the stated purpose of the | 
book. I think that any teacher introducing | 
this field will find the book handy, even for 
psychiatric residents who have orientation 
courses in the field of child psychiatry. One 
can always probe a subject more deeply if | 
interested.—JosrpH D. Tuicurr, MD, 
Children’s Psychiatric Service, Los Angeles 
County General Hospital, Los Angeles, 
Calif. 


CRITICAL COUNSELING BEHAVIOR Í 
REHABILITATION SETTINGS 
By Marceline E. Jaques, Ph.D. 


Towa Gity, State University of Iowa, 1959, 115 pp. | 
The techniques of rehabilitation counsel- 


ing are invaluable; yet in the final analysis 
they are only tools. Like other tools, they 


ate no better than the workers who use 
them. A poor or improperly-trained counse- 
lor employing the tools of his trade may 
ultimately do more harm than good. 

Those of us who appreciate the need 

- for standards to identify and train men and 
women who are suited for rehabilitation 
counseling are now greatly indebted to Dr. 
Marceline Jaques for her recent study Criti- 
cal Counseling Behavior in Rehabilitation 
Settings. 

Dr. Jaques has examined in great detail 
the on-the-job performance of 404 rehabili- 
tation counselors in some 20 states. Using 
the critical incident technique—selecting 
examples of successful and unsuccessful 
counseling gambits—she has gone a long 
way toward delineating what the good 
counselor must bring to his job. 

In a foreword to the book Wendell John- 
son summarizes Dr. Jaques’ findings in this 

tegard: 

“In rehabilitation counseling more con- 
sideration must be given to the relation- 
ship or interaction between the client and 
the counselor. This is not a one-way rela- 
tionship. Dr. Jaques stresses the importance 
of due regard by the counselor for his 
client’s needs, wishes and interests, as de- 

termined by his background of native ca- 

Pacity and learning, his pattern of signifi- 

Cant interpersonal relationships and his 

Semantic and cultural environment. She 

mphasizes informed and sensitive empathy 
for the client by the counselor as a means 
of minimizing stereotyped advice-giving and 
of fostering the working together by counse- 
lor and client on the client’s problems. Ef 
fective recognition and appreciation of the 

‘lient’s needs and interests require of the 

Counselor skills and attitudes based on 

ot knowledge about human person- 

Ry and motivation and the factors by 
Which they are affected. The implications 
Of these considerations in relation to the 


l 


| 
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training of rehabilitation counselors are 
pointed up by Dr. Jaques.” 

Dr. Jaques’ findings also reaffirm the 
principle that training in the field of psy- 
chology is essential for effective rehabilita- 
tion counseling. Her research shows, too, 
that stop-watch tactics cannot be employed 
in the psychological approach; the counse- 
lor must be given sufficient time to do his 
job well. 

If the Office of Vocational Rehabilita- 
tion, sponsor of Dr. Jaques’ research, will 
adopt the precepts set forth in her little 
primer, an important advance will have 
been made in the selection and training of 
competent rehabilitation counselors,— 
Janet L. Pinner, State of New York De- 
partment of Labor, Division of Employ- 
ment, New York, N. Y. 


RELIGION, SCIENCE AND MENTAL 
HEALTH: PROCEEDINGS OF THE 
FIRST ACADEMY SYMPOSIUM ON IN- 
TERDISCIPLINE RESPONSIBILITY 
FOR MENTAL HEALTH, 1957 
Academy of Religion and Mental Health 
with the Aid of the Josiah Macy, Jr., 
Foundation 

New York, New York University Press, 1959, 107 pp. 


This is not the book for the person who is 
looking for a clear concise statement of the 
precise relationship existing between re- 
ligion and mental health. Neither is it the 
book for those who seek all the answers to 
all the questions in regard to the interac- 
tion of religion and mental health. But, 
reading this volume should prove most re- 
warding to those who are looking for an 
intelligent statement of the problem by 
specialists in the disciplines of psychology, 
psychiatry and religion. ‘ 
This book contains a well-edited version 
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of the speeches—and the discussions follow- 


ing them—presented at the first meeting 
of the Academy of Religion and Mental 
Health in 1957. It appears that the meet- 
ing did not aim at an exhaustive treat- 
ment or solution of the problems involved 
in the religion-mental health relationship. 
Rather, it seems that. the participants set 
themselves the task of defining terms, of 
marking out the proper fields of action for 
each discipline and in general, of improv- 
ing communication between the respective 
groups. Now this essential groundwork is 
often very difficult and laborious and may 
Sometimes seem to be beside the point. 
' However, those who are familiar with this 
type of discussion know well how necessary 
it is. Without it no intelligent discussion 
can proceed. 

Throughout the discussion the reader is 
impressed by the fact that the fundamental 
unity of man has been respected. The radi- 
cal compartmentalization of the human 
person appears to have been successfully 
avoided. An effort is made to specify the 
areas proper to psychiatry and to religion, 
but underlying this attempt at specifica- 
tion seems to be the essential recognition of 
the unity of man. Only when this is recog- 
nized can the whole man be dealt with 
satisfactorily. 

At the conclusion of this meeting, which 
brought together clergymen, physicians and 
behavioral scientists, plans for the future 
were discussed. Many pertinent questions 
were posed for the consideration of all in- 
terested. 

The chief value of the book seems to be 
in the fact that it points out that there is 
need for an interdiscipline approach to 

' mental health. It points out the areas of 
the disciplines and suggests how greater 
co-operation may be attained. The book is 
valuable in that it stimulates thought in 
these areas on the part of the reader, 
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It is encouraging to know that an or 
ganization such as the Academy of Religion 
and Mental Health exists. It is hoped that 
this book will promote interest in the vital 
topic to which the Academy has com: 
mitted itsel{—Moruer M. BERNADETTE DE 
Lourpes, Mary Manning Walsh Home, New 
York, N. Y. 


AMERICANS VIEW THEIR 
MENTAL HEALTH 

By Gerald Gurin, Joseph Veroff and 
Sheila Feld 


New York, Basic Books, Inc., 1960, 444 pp. 


This book is the fourth of a monograph 
series published under the auspices of the 
Joint Commission on Mental Illness and 
Health. Its release last year received wide: 
spread national coverage in newspapers and 
periodicals. The highly readable text of # 
over 400 pages represents the findings of an 
unique scientific investigation, for it at 
tempts to assess a cross-section of the na 
tion’s so-called “average,” normal, adult | 
population, with reference to its fears, ten- 
sions and anxieties. 

There are important data in the book to ! 
help guide mental health associations in de: | 
yeloping programs directly for the so-called 
average person—not the “mentally ill.” A 
highly significant finding, for example, 18 
that nearly one of every four adult Amert 
cans at some time in his life has felt 
sufficiently troubled to need help. One m 
seven sought this help. 

An interesting table (411.3, page 350) 
charts the reasons given for not going for 
help by people who felt they could have 
used some assistance. It shows that 25 pe 
cent wanted to work the problems out them: 
selves. It also shows that 20 per cent did 
not know how to go about getting help. 


Another 14 per cent said that they felt 
shame, stigma or hesitancy about seeking 
"help. In commenting on this last group, 
the report says: “It represents people who 
‘were presumably ready for help but refused 
to go because of what others might think. 
| Mental health programs have often con- 
 centrated on this group of people, trying 
through educational devices to reassure 
people that there is nothing socially unde- 
_ sirable about going for help with personal 
| problems. We should probably look at the 
$ percentage of people who give this kind of 
“reason for not going for help as a minimal 
" figure, since fear of such disapproval is a 
" motive not easily admitted to.” 

© Itis of interest to note that only four per 
“cent said they did not go for treatment be- 
"cause of the expense involved. In view of 
the widely-held belief that psychiatric treat- 
“Ment is expensive, this is an unexpected 
finding. 

_ The survey confirms the fact that persons 
‘in psychological trouble make extensive use 
Of the clergy and the family physician. 
‘Forty-two per cent of the people who sought 
Professional help went to the minister, priest 
Or rabbi. Sixty-five per cent said they were 
“helped:a lot” by the clergy and physicians 
a highly respectable batting average in 
“any league. 

| The final chapter of the book, entitled 
“Implications,” presents a number of chal- 
lenging ideas. For example, with the cur- 
nt interest in problems of the aging, it 
of importance to note that the research 
team suggests that findings on problems 
id tensions associated with aging indicate 
that they seem to be more those of apathy 
And resignation than acute distress. 

The report suggests: “This analysis might 
Mave implications for the kind of educa- 
mal program that might be directed at a 
iven population subgroup to the extent 
Hat the problem of low utilization [of re- 
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sources] in any group seems to reflect fa- 
cilitating rather than psychological factors.” 
For program planners, the educational 
problem obviously would seem to be “one 
of providing information as to the avail- 
ability of these resources and the procedure 
to be followed in getting help, rather than 
of convincing the group members of the 
need to go for help.”—Max SILVERSTEIN, 
Pennsylvania Mental Health, Inc., Philadel- 
phia, Pa. 


SOCIAL PROBLEMS IN OUR TIME: 
A SOCIOLOGICAL ANALYSIS 
By S. Kirson Weinberg 


New York, Prentice-Hall, Inc., 1960, 600 pp. 


The author, who is on the faculty of Roose- 
velt University in Chicago, states that this’ 
book is a continuation of a previous book 
Society And Personality Disorders. In the 
original book the author analyzed the 
modes of relationships which caused per- 
sons to become socially estranged. In this 
volume, which the author calls a textbook, 
he is making a study of the social problems 
which exist in the United States. He di- 
vides the contributing and causal factors 
of social problems into three sections: 

1, The social processes; 

2. The social factors; and 

3. The personality organization of traits. 

He devotes the first 88 pages to the study 
of social problems and processes. 
' The second section of the book—300 
pages—deals with social problems and de- 
viant behavior, including juvenile delin- 
quency, adult, crime and sex offenses, alco- 
holism, drug addition, personality dis- 
orders and suicide. 

The third section of the book, about 150 
pages in length, deals with social problems 
among conventional groups—marital con- 
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flicts, family conflicts, problems of ado- 
lescence, problems of old age, problems of 
prejudice and discrimination. 

The book is well-documented and con- 
tains both a name index and a subject in- 
dex totaling 18 pages. This work obviously 
Tepresents a tremendous investment of time 
as indicated by the frequent quotations 
from authors. 

The reviewer found the reading of this 
very lengthy textbook a tedious process 
because little of the material was new to 
him. However, as a textbook for a soci- 
Ologist or beginning student of psychiatry, 
this volume may be highly recommended. 
The material is well-presented and the ref- 
erences are very extensive.—FRANK J. Cur- 
RAN, M.D., New York, N. Y. 


THE OVERSEAS AMERICANS 


By Harlan Cleveland, Gerard J. Mangone 
and John Clarke Adams 


New York, McGraw-Hill Book Co., Inc., 1960, 
316 pp. 


This book is a provocative analysis of in- 
ternational activities which are rapidly 
growing in importance. The wide range of 
ideas and factual material covered can be 
of value as an introduction for those in- 
terested in mental health and illness in over- 
seas work. The book is intended for the 
general reader as well as for special groups. 

The central purpose is to describe the 
complex problems of overseas service. Key 
issues and problems are critically examined 
and supported by data from a study fi- 
nanced by the Carnegie Foundation as part 
of the activities of the Maxwell Graduate 
School at Syracuse University. 

The book is organized in five parts. The 
first presents a general introduction em- 
phasizing cross-cultural problems encount- 
ered by Americans in overseas service. The 
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second describes the vivid problems 
by such occupational groups as governn 
workers, missionaries and businessme 
The third examines in some detail the a 
sessment, selection and training of ove 
seas personnel. A fourth discusses h 
education in the United States in re 
to international activities. In the fifth, 
cific recommendations are made. \ 
The effects of mental health and illn 
on overseas personnel is not adequately é 
plored perhaps because the other top 
required more immediate emphasis. Ai 
propriate but limited reference to th 
problem is made. One must conclude 
the complex of psychological, social 
cultural factors influencing mental h 
and illness in overseas adjustment c 
have received more penetrating and s 
matic analysis, i 
Notwithstanding this limitation, those ii 
terested will find the book very rewa 
especially if they go beyond the re 
made about psychological forces in a 
cultural operations to the far reaching in 
plications of a mental health nature unde 
lying the general discussions throughout 
book. This is also highly recommen 
reading because the problems and iss 
discussed are so obviously critical for 
United States now and in the future. 
is a book well worth reading.—Sven Li 
STEDT, PH.D., Foundation for Research 
Human Behavior, Ann Arbor, Mich. 


HELPING YOUR GIFTED CHILD 
By Ruth Strang, Ph.D. 
New York, E. P. Dutton & Co., Inc., 1960, 270 


children who sometimes flounder for d 
tion and appropriate understanding as l 


children in ways that are satisfying and 
give promise to the future fulfillment of 
their gifts. 

According to Dr. Strang, gifted children 
vary widely in their kinds of “giftedness,” 
as well as in their individual states of bal- 
ance and development. She takes a broad 
view of giftedness—‘‘It includes not only 
those [children] with high abstract intelli- 
gence but also those whose performance in 
any valuable line of human activity is con- 
sistently and repeatedly remarkable.” 

What the book has to say emerges na- 
turally from sound, familiar concepts of 
child development, providing clear, sup- 
portive guidance through its easy style and 
the use of questions and answers at the end 
of each chapter. The many examples of 
children ring familiar and true. 

The seven chapters are: “Is Your Child 
Gifted?,” “What It Takes to Make a Gifted 
Child,” “The Gifted Preschool Child,” 
“The Gifted School Child,” “The Gifted 
Adolescent,” ‘Problems of Gifted Chil- 
dren,” and “Your Responsibility for the 
Best Development of All Children.” 

The author touches only lightly on the 
researches concerning gifted children. She 
is intent on getting across a guidance point 
of view and empowering it. Believing that 
gifted children cannot “go it alone” and 
are a product of nature and nurture, she 
emphasizes the roles of parents and teach- 
ers in providing a supportive collaboration, 
the kinds of balance desirable in school 
programs, aspects of interpersonal relations 
and the place of reading experiences. The 
appendix lists books and book clubs for 
children, and selected books and pamphlets 
for parents. 

As one reads this book it becomes clear 
that what is good for the gifted child is 
good for every child. Only the factor of 
degree applies in differentiating the traits 
of one child from another. Helping Your 
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Gifted Child should be useful to parents, 
generally, as well as to educators of chil- 
dren.—Evetyn D. ApLERBLUM, School of 
Education, New York University, New 
York, N. Y. 


MENTAL HYGIENE IN THE SCHOOL 
By Samuel R. Laycock 


Toronto, Canada, Copp Clark Publishing Co., Ltd., 
1960, 177 pp. 


This simply written little volume, intended 
“to help the teacher at both the elementary 
and high school level to apply the princi- 
ples of mental hygiene to his daily work in 
the classroom,” stays authentically but 
lightly on the surface of its content. Its 
10 chapters are entitled “The Teacher Looks 
at Mental Health,” “Understanding Pupils’ 
Basic Needs,” “How Pupils Satisfy Their 
Needs,” “Understanding the Individual 
Pupil,” “Self-Fulfillment for the Teacher,” 
“Discipline and Mental Health,” “Mental 
Health and Methods of Teaching,” “Indi- 
vidual Differences and Mental Health,” 
“Administrative Policies and Mental 
Health,” and “Toward Mental Health in 
School.” For the most part, these chapters 
contain short statements of principles and 
techniques that have been more fully dis- 
cussed in other mental hygiene and guid- 
ance textbooks published in recent years. 
The author's professional experience is 
favorably reflected in his ability to say what 
he means clearly and directly. He appends 
a thoroughgoing list of reading and re- 
search references. These are touched upon 
lightly, for the writer states his points and 
moves along quickly. There are places 
where a pause for further elaboration and 
discussion would have deepened the mean- 
ing. ’ 
Where the author moves from the more 
general material to speak his own mind to 
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teachers, he often has something fresh to 
offer. For example, he reminds teachers to 
help students assess the quality of their ac- 
tions and not to arouse defensive rationali- 
zations by pressing with “Why did you do 
that?” when the action is amiss. 

There is also a sound, pithy paragraph 
assessing the natural limitations of mental 
ability tests. And when he describes the 
problem of planning the “remedial teach- 
ing of discipline” for emotionally disturbed 
children, teachers are likely to be attentive. 

Other points invite questioning. Al- 
though punishment is described as “at best 
a negative means of control,” eight different 
types are then described for their degrees of 
relative merit. Is this a help or a hindrance 
toward furthering positive attitudes toward 
mental hygiene? Similarly, what is the ra- 
tionale behind introducing a chapter on 
individual differences with “Teachers must 
recognize that individual differences, like 
the poor, will always be with us”? 

As a handbook for teachers who are still 
relatively unsophisticated concerning men- 
tal health aspects of teaching, this book 

_ should serve well. In recent years, many 
teachers in the United States have advanced 
their knowledge of mental hygiene practices 
through university courses and reading. For 
them Mental Hygiene in the School may 

be of more limited interest—Evretyn D. 
` ADLERBLUM, School of Education, New 
_ York University, New York, N. Y. 


THE ETIOLOGY OF SCHIZOPHRENIA 
Edited by Don D. Jackson 


New York,. Basic Books, Inc., 1960, 456 bp. 


Following a liberal, comprehensive intro- 
duction by the editor, this text is presented 
in five divisions composed of 14 chapters, 
each by a different author. The fields of 
genetics, biochemistry, physiology, psycho- 
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logy and family situations are discussed ; 
terms of etiological possibilities in this 
scure area of the schizophrenic process, 
As is well-known among psychiatrist 
there are numerous hypotheses, theo: 
and some rather positive convictions x 
garding the nature of the cause or causes 
this group of disorders. To give some 
amples of types of approach, some students 
and investigators consider this group of 
disorders to be strictly of bio-somatic origin, 
with one or another emphasizing here 
and such other constitutional factors 
glandular dysfunctions, or reactions from 
bacterial infection, or viruses; others con- 
sider the individual predisposed beca 
of an inadequate biological organizati 
which succumbs under the normal or aver 
age expected stresses of life—or at least 
is unable to bear the extra incidental or a 
cidental stress which normal persons a 
able to overcome and to make a readjus 
ment. k 
There are still others—and their numbe 
are legion—who consider schizophre 
with its different clinical expressions, as 
psychogenic disorder which can be attri 
uted to the maladaptations, the attitudes, 
the operations inside the family group an 
the mishandling of the child. Frequently 
there is no attempt to differentiate patho- 
genic from pathoplastic factors in the situ 
tion or to sift out the evidence for predis- 
posing factors from the precipitating ant 
perpetuating ones. The possible predi 
posing element of heredity has been 
still is an unpopular concept among m: 
psychiatrists who feel the urge to disprove — 
the findings which may be something of at 
indication of its importance as a research 
approach. 
The contents of this book brings us 


complicated problem of schizophren 
which confronts us, If one desires to info 


himself as to what has been done and is 
going on by way of thought, search and 
research, this volume is well worth reading 
as a useful source. There are also nearly 
1,000 listed bibliographic references to the 
special topics. Many of the experimental 
findings and experiential impressions may 
well be the building blocks that will even- 
tually constitute the structure when the 
basic or constant factor—without which 
schizophrenia does not deyelop—has been 
discovered.—Noxian D. C. Lewis, M. D., 
Bureau of Research in Neurology and Psy- 
chiatry, Princeton, N. J. 


PROGRAMS FOR THE GIFTED: 
A CASE BOOK IN SECONDARY 
EDUCATION 

Edited by Samuel Everett 


New York, Harper & Bros., 1961, 299 pp. 


Every gifted pupil is an individual who 
needs guidance and sympathetic help, says 
Paul Witty in the section of this book de- 
voted to the nature and needs of gifted and 
Superior adolescents. 

He adds: “Difficulties and problems in 
his case, as in others of less marked ability, 
are traceable in large measure to a depriva- 
tion of basic needs. Since optimum condi- 
tions for human development are rarely 
found, basic needs are inevitably thwarted, 
and satisfying and socially desirable human 
relationships are many times précluded. 
Accordingly, the gifted pupil, like other 
pupils, encounters many obstacles to sturdy 
growth,” 

On the other hand, pupils of high 1.Q. 
are usually above average in mental health, 
Witty finds. They are somewhat more 
stable emotionally than their typical class- 
mates, he says, and their relative superiority 
in this respect persists through adolescence 
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and young adulthood. But he notes that 
there are many gifted pupils who experi- 
ence serious difficulties in personal and so- 
cial adjustment and some who, failing to 
realize their potentialities as students, de- 
velop keen feelings of disappointment and 
inadequacy. 

Other contributors to this volume em- 
phasize a type of school guidance that is 
primarily one of personality development 
—to stimulate the student to “achieve the 
best that in him lies.”—W. Carson RYAN, 
P.D., University of North Carolina, 


‘Chapel Hill, N. C. 


READING AND THE PSYCHOLOGY 
OF PERCEPTION 
By Hunter Diack 


New York, Philosophical Library Inc., 1960, 155 pp. 


This book, the author says, “evolved out 
of a study of the development of language 
in the child during which it had become 
clear that a study of linguistic development 
was inextricably linked with the develop- 
ment of the perceptual powers.” 

While the author has “only by implica- 
tion touched upon the emotional life of the 
child,” he says that this problem in these 
days rightly receives a great deal of atten- 
tion. And he adds: 

“An unhappy or insecure home back- 
ground seriously affects a child's progress 
in school—not in reading alone, In such 
cases a teacher, by her sympathy and under- 
standing, can do something to help the 
child, but she can do nothing about the root 
cause. Y 

Yet not all emotional disturbances are 
caused by the home enyironment. Again 
and again teachers have reported that when 
a child backward in reading achieves suc- 
cess after a course of remedial treatment, 
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the child's whole personality undergoes a 
change. There is indeed a good reason for 
thinking that many emotional disturbances 
are due to the frustration that comes when 
a child who has enjoyed his “pseudo-read- 
ing” is suddenly called upon to do some 
real reading—W. Carson Ryan, PH.D., 
University of North Carolina, Chapel Hill, 
N. C. 


RACE RELATIONS AND 
MENTAL HEALTH 

By Marie Jahoda 

Paris, UNESCO, 1960, 48 pp. 


‘The author of this booklet maintains that 
prejudice is a sign of low positive mental 
health. She says the prejudiced person 
gives little evidence of the first criterion of 
mental health—a healthy attitude toward 
himself. 

“The absence of a stable sense of identity 
is, indeed, the crux of his human condi- 
tion.” In the prejudiced person “mental 
health is equally low according to the cri- 
terion of adequate reality-perception; he 
cannot see individuals; he perceives his own 
stereotypes,” 

On the other hand, says the author, the 
very universality of the basic conflict under- 
lying prejudice Suggests that this fight can 

be successful. “For not all who experience 
it are prejudiced, There are people, after 
all, who can accept the existence of dif- 
ference without envy or fear. And among 
them are many whose Positive mental 
health is also low.” 

With full recognition of the difficulties 
presented by the legal action of the United 
States in the effort to end school segrega- 
tion, Dr. Jahoda believes there can be little 
doubt that the battle will be won by the 
federal government. She notes that—not- 
withstanding the various outbreaks of vio- 
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lence and the temporary suspension of some. 
local school systems—“close on half a mil- 
lion Negro children who were in segregated | 
schools before the Supreme Court's decision - 
have already had the experience of going 
to school with white children.” 

But she concludes that “mental health in 3 
the positive sense of the term is needed in 
the proponents of harmonious race rela- 
tions if confusion and exaggeration are to 
be avoided.”—W. Carson Ryan, PH.D., 
University of North Carolina, Chapel Hill, 
N. C. 


SOCIAL REHABILITATION OF 
THE SUBNORMAL 
By Herbert C. Gunzburg 


Baltimore, Williams & Wilkins Co., 1960, 263 pp. 


This author's goal is broad and ambitious, 
the kind that trips up many writers: “This 
book is concerned with the problem of the 
subnormal person who has become a social 
failure,” and yet, “who can be rehabilitated 
for his return to the community at large.” 
It “will set forth in practical terms, what — 
can be done in present circumstances” . . . 
“in nontechnical language” and “of inter- 
€st to everyone concerned in any way with 
the subnormal”—professionals, parents, au- 
thority officers and even the general public. 
The reviewer happily believes that the au- 
thor succeeds in these purposes, although 
he would have taken odds against it after 
he read the preface and introduction. 

The book deals with those who may be 
called the “hard core of potential rehabili- 
tants among the total ‘dullard’ population.” 
The reader will feel, and rightly so, that the 
descriptions portray only the most difficult 
type of cases. The author believes these 
people need the 24-hour program of educa- 
tion and treatment of the modern, progres- 


sive type of institution, such as at Monyhull 
Hall Hospital in Great Britain. In the 
United States, many hope that the best in 
rehabilitation workshops and training cen- 
ters may be able to accomplish the desired 
results while the person lives in the com- 
munity. The book could have said a good 
deal more about the counseling of the 
family of the dullard. 

The philosophy and program is con- 
sistent with the best being tried out today 
in the United States. We read of the im- 
portance of training, not based solely on 


techniques, but on the humane, warm, pro- 


gressively stressful atmosphere created by 
people in charge. We read of the method 
of total evaluation and the need for “ar- 
tistic” blending of information on the in- 
terrelationships of endowment, environ- 
ment and personality which makes for an 
understanding of the person. The whole 
method is geared to develop the minimal 
essentials of everyday living in society; this 
is successful accomplishment for the re- 
tarded. The method emphasizes retraining 
of attitudes and good social and work hab- 
its. There is no sure road to success, but the 
author believes one should proceed as 
though the retarded person will succeed, 
for he must have his full opportunity be- 
fore one can say that he “failed.” 
Although the book deals with a sub- 
group of the entire population of sub- 
normals, it will prove useful to those 
dealing with the mentally retarded in 
Workshops, institutions, special schools and 
Placement. The book has the typical pleas- 
ant quality of good English writing, and 
Some references available through Ameri- 
can publishers are given with their English 
Cutlets. When one closes the cover, the mes- 
sage seems deceptively simple, and yet it 
has conveyed the complexity of the phi- 
losophy and program. This reviewer be- 
lieves it should be well-received in our 
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country and elsewhere, perhaps in foreign 
translations.—SALvATORE G. DiMicuart, 
Pu.D., Department of Health, Education 
and Welfare, Regional Office, New York, 
NAY: 


WHY DID IT HAPPEN TO ME? 
By David Belgum 


Minneapolis, Augsburg Publishing House, 1960, 


- 110 pp. 


The relationship between an individual's 
moral conduct and his health has been a 
subject for discussion almost since the 
dawn of reason, ‘Today, however, the 
growth of psychiatry as a specialty of medi- 
cine and the increased studies in the be- 
havioral sciences have given emphasis to 
the importance of understanding relations 
between an individual’s beliefs in relation 
to his total health, 

The author of this book is professor of 
pastoral theology at Northwestern Luth- 
eran Theological Seminary, Minneapolis, 
He also supervises the volunteer chaplaincy 
service at the University of Minnesota Hos- 
pitals. He is one of the growing number 
of clergymen who, recognize the need for 
much further study on the relationship be- 
tween religion and health, and his little 
book provides excellent material for study 
groups. He discusses the difference between 
sin and sickness, and he avoids the common 
error of attributing all sinfulness to men- 
tal illness. His approach to faith healing 
is sound and while stressing the obligation 
of religious groups to become more con- 
cerned in faith healing, he questions some 
of the practices of the more popular faith 
healers of our day. 

The book is less an exhaustive treatise 
on the many problems involved in relations 
between religion and health than a concise 
presentation of a few of the major issues 
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involved in these relationships. As such, 
the book will contribute many ideas for 
discussions based on sound observations 
and contemporary religious thought —THE 
Rev. Grorce C. AnvERson, Academy of Re- 
` ligion and Mental Health, New York, N. Y. 


THE CITIZEN VOLUNTEER 


Edited by Nathan E. Cohen 

New York, Harper & Bros., 1960, 267 pp. 

t 

The subject of volunteer activities is of 
special interest to readers in the mental 
health field because of the shortage of pro- 
fessional workers and the increasing de- 
‘mands on their services. f 

Nathan E. Cohen, dean of the School of 
Applied Social Sciences at Western Re- 
serve University, has edited a comprehen- 
sive and detailed study of the role of the 
lay worker under the title The Citizen 
Volunteer. Nearly a score of specialists in 
various areas of social welfare have con- 
tributed chapters to the book. 

The first section of the volume discusses 
the factors which have produced more 
volunteer service organizations in the 
United States than in any other country. 
Consideration is also given to the elements 
which limit the number of participants and 
the degree of their Participation, thus re- 
ducing the total possible effectiveness of ex- 
isting voluntary associations, This effec- 
tiveness, as presented by the writers, is not 
only a matter of securing needed welfare 
services but of improving the whole quality 
of our democracy by the active concern of 
more citizens in the solution of public 
problems. 

There follows an interesting section ana- 
lyzing the motivation of the individual 
volunteers. This series of chapters should 
be especially helpful to those responsible 
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for the recruitment of workers for 
agencies and organizations. ? 

The main body of the book is addre 
to those considering volunteer work at 
provides specific answers to the two q 
tions, “Where Can I Serve?” and “ 
Can I Become a Volunteer?” Every chapi 
has mental health connotations—with s 
headings as “Volunteers in Mental Hosp 
tals,” “Patients’ Libraries,” “Big Broth 
Work,” “Youth Agencies,” “Programs fo 
the Older Citizen,” “Fund-Raising,” “I 
tergroup Relations” and “National Organi 
zations.” The role of the volunteer 
‘spelled out, stating not only what he dé 
but what his relations are with the regula 
staff workers and with the agency asa 
There are’ many suggestions here fi 
successful use of volunteers as respo: 
coworkers who do much more than me 
assist the professional staff. 

The average reader is likely to thi 
the value of volunteers in terms of 
services rendered to the agency or its cli 
However, to the sociologically ori 
writers of this book, the values are mo 
indirect in nature, stressing the impo 
of intelligent, informed volunteers whi 
terpret the work with which they 
become acquainted to the general pub 
This interpretation may result in incre 
financial support, more general co-0j 
tion and better-informed voting on i 
related to the particular work. 

In the eyes of the authors the volu 
are also important on the policyn 
level where their many-sided vie 
based on their varied backgrounds out 
the volunteer service—may supply h : 
stimulus and guidance to supplement 
technical knowledge and specialized 
spectives of the professional staff. 

Final chapters provide a look 
future when more women may 
ployment outside the home and wh 


ernment will be increasingly concerned 
with supplying welfare services. These 
tendencies may outweigh the effects of 
people having more leisure-time. If this 
results in a decrease in volunteer activities, 
the authors feel that there will be a distinct 
loss to the country, even if the same amount 
of services are provided. 

This is a book which should be pur- 
chased by college libraries, since it serves 
both as a study in democracy and as a 
stimulus to student volunteer service. It 
should also be read by all institution and 
agency personnel who have contact with 
volunteers on the job.—RutH ANNE Korey, 
Public School 181, Brooklyn, N. Y. 


JUVENILE DELINQUENCY: 

ITS NATURE AND CONTROL 

By Sophia Robison 

New York, Henry Holt & Co., Inc., 1960, 535 pp. 


The recent increase in publications on 
youthful lawlessness reflects the general 
public concern with this topic, Aside from 
the “cold war” there are few topics of more 
general public concern and, unless I am 
Mistaken, few subjects about which there 
is more confusion and hazy thinking. 
One reason for this, as Professor Robison 
points out, is the human emotions juvenile 
delinquency call forth. These feelings are 
often conflicted, inconsistent and contradic- 
tory but they carry strong personal convic- 
tions. Obviously such emotions do not 
Promote attitudes of self-doubt or the 
awareness that information is lacking, and 
they are hardly congenial to the kind of 
detached curiosity about the subject mat- 
ter which is the essence of scientific inquiry. 


Book Reviews 


Dr. Robison, who is assistant director of 
the Juvenile Delinquency Evaluation Proj- 
ect of the City of New York, calls on her 
long experience as researcher, teacher and 
practitioner in an effort “to alert the stu- 
dent to the assumptions—both explicit and 
implicit—which underlie the many con- | 
flicting pronouncements on the character- 
istics of delinquents, the causes, treatment 
and prevention of delinquency.” 

After 30 chapters and 535 pages of data, 
conflicting opinions, case histories and de- 
scriptive statements of programs, the re- 
viewer is grateful for the hope expressed 
in the preface for the “fresh attacks that 
today’s students will make” but not sure 
he can share it. A basic problem, to which 
the book makes only a very limited contri- 
bution, is to find common denominators or 
issues around which the problem of de- 
linquency can be discussed. A way must 
be found to get around the specialized 
jargon in the field, which conveys few if any 
new ideas. A way must also be found to 
provide clear definitions for specialized 
language conveying new ideas. The re- 
viewer hopes the “fresh attacks” will take 
this direction. 

The above observations should not de- 
tract from this text’s real merits, which 
include a wealth of data from anthropol- 
ogy, sociology, psychology and psychiatry 
relating to the problem. Also, the inclusion 
of descriptive material with critical com- 
ments about programs of delinquency pre- 
yention and control both in the United 
States and foreign countries will be of in- 
terest to students and practitioners alike. 
—Lioyp W. McCorkte, Division of Cor- 
rection and Parole, Department of Institu- 
tions and Agencies, Trenton, N. J. 
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TRAINING 


The Western Interstate Commission for 
Higher Education and The Western Coun- 
cil on Mental Health Training and Re- 
search are again sponsoring summer work 
study programs in mental health for college 
students. Ten weeks of work and study on 
the campus—at the University of Colorado 
in Boulder, the University of the Pacific in 
Stockton, Calif, and the -University of 
Washington in Seattle—and in state institu- 
tions will introduce able Western college 
students to mental health work. 

Other sponsoring agencies include the 
California Department of Mental Hygiene, 
the Colorado Department of Institutions, 
the Oregon Board of Control and the Wash- 
ington Department of Institutions. 


Young people choosing careers can include 
social work among the good-paying if not 
highest-paying professions, according to a 
Teport issued at the opening of the recent 
National Conference on Social Welfare. 
The report is based on a study among the 
28,500 members of the National Association 
of Social Workers who represent the vast 
majority of professional social workers with 
both graduate social work training and 
experience, 

Today’s trained and experienced social 
worker is now earning, on the average, 
$7,350 a year. The median salary for men 
is $7,700; for women, $6,600. These figures 
put the earnings of professional social work- 
ers in a close range with the salaries of other 
skilled but predominately male professions 
included in the Survey of Professional, Ad- 
ministration and Clerical Pay made by the 


Department of Labor. 
+ + + 
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A campaign to interest the state's yi 
people in mental health careers is b 
conducted by the New York State De 
ment of Mental Hygiene in co-oper: 
with state and local mental health associ 
tions and the over-all Careers Program init 
ated by the National Association for Ment 
Health. i 
Featured in the New York project is 
of leaflets, each devoted to one of the k 
mental health professions. In conjun 
with the campaign the Department's 2 
stitutions held Open House during Ment 
Health Week in May with special “Care 
Days” for young people. Copies of the ¢ 
Teer series may be obtained without char, 
from the Office of Mental Health Educatic 
and Information, New York State Depai 
ment of Mental Hygiene, 240 State Si eet 
Albany 1, N. Y. 


LEGISLATION 

f 
The National Association for Ment 
Health is recommending that $125,570,000 
be granted the National Institute of Mental 
Health for the fiscal year beginning July 
1961, an increase of $24,670,000 over Ja 
year's budget. The total recommended bj 
the NAMH is also $37,324,000 higher tha 
the figure proposed by President Kennedi 
in his budget message. f 


REPORTS, STUDIES, SURVEYS 


A report on the Information Service of the 
Orange County, Calif., Association for Met 
tal Health appeared in a recent issue of 
Orange County Medical Association 
letin. 3 

The report indicates that 734 times du 
ing the first two years of offering informa 
tion services the Association answered pa 


sonal or telephone inquiries of persons 
seeking help. A record of these calls was 
tabulated in order to analyze the kind of 
help requested and to evaluate and plan for 
future service. 

Twenty-four calls were in the emergency 
category; 183 people asked for psychiatric 
help; 10 people wanted a psychologist; 52 
asked where to get nonpsychiatric counsel- 
ing help; 7 patients on leave or recently 
discharged sought recreational programs; 5 
needed help getting jobs; group therapy or 
other help was sought by 18. Of all the in- 
quiries, 68 concerned help for children. 


+ + * 


About one-third of the 500,000 patients in 
state mental hospitals are over 65 and 27 
per cent of all new admissions to these hos- 
pitals are also in this age bracket. How- 
ever, these two groups differ greatly as to 
diagnosis. The former is heavily loaded 
with the old schizophrenic cases. These 
and other facts concerning “Problems of the 
Aging Psychiatric Patient” are documented 
in a report on the subject issued recently 
by the Joint Information Service of the 
American Psychiatric Association and the 
National Association for Mental Health. 
_ The report is based on a survey of 196 
state mental hospitals. It summarizes facts 
` and figures of older patients in state hos- 
pitals during 1959 and the professional 
opinions of the administrators of the hos- 
pitals. 

It was the consensus of opinion of hos- 
pital superintendents that the majority of 
elderly patients could be cared for outside 
the hospital. This would necessitate sub- 
stantial expansion of other facilities, includ- 
ing homes for the aged, nursing and county 
homes, foster homes and day care programs. 

Recommendations also included preven- 
tive measures to help the aging. Most su- 
Pervisors agreed that “a number of elderly 
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patients would benefit by better counseling 
service, social clubs and employment ser- 
ice.” Such measures, they believe, would 
cut down on admissions of elderly people 
to state hospitals. ‘ 


AWARDS 


The Fort Lauderdale News has been named 
winner of the ninth annual National Men- 
tal Health Bell Award presented annually 
by the National Association for Mental 
Health “to an American daily newspaper 
making an outstanding contribution in the 
fight against mental illness.” Two specific 
contributions made by the News included 
a series of news stories, features and edito- 
rials urging the establishment of a psychi- 
atric unit at Broward General Hospital and 
a series urging the establishment in Florida 
of a psychiatric facility for children under 
age twelve. 

Citations of merit were presented by the 
NAMH to Chicago’s American, the Chicago 
Daily News, Chicago Sun-Times and the 
Chicago Tribune for “outstanding service 
rendered to the community through con- 
sistent and generous editorial support for 
the $150 million bond issue for mental 
hospital facilities in Illinois.” 


Hillside Hospital of Glen Oaks, N. Y., a 
psychiatric treatment, training and research 
center primarily serving the city of New 
York, Nassau County and the nearby areas, 
has been named winner in the 1960 Hos- 
pital Safety Contest sponsored annually by 
the American Hospital Association and the 
National Safety Council. Hillside achieved 
a perfect record for personnel safety in the 
countrywide group of hospitals having 300- 
499 staff employees. 
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Dr. Benjamin Pasamanick, professor of 

psychiatry at Ohio State University and 

director of résearch at the Columbus Psy- 

chiatric Institute, received the $500 Stratton 
_ Award of the American Psychopathological 

Association for 1961 for his studies on the 

epidemiology of a mental disorder. 

* * # 


Studies carried out at the Columbus 
Psychiatric Institute on the effects of early 
infantile stimulation were awarded the 
$1,500 Hofheimer Prize for 1961 at the 
annual meeting of the American Psychiatric 
Association in Chicago. 


` MEETINGS, CONFERENCES, 
INSTITUTES 


The American Medical Association’s 110th 
annual meeting brought an estimated 50,000 
persons, including 25,000 physicians into 
New York City June 25-30, Dr. Leonard 
W. Larson was inaugurated as president of 


the A.M.A, succeeding Dr, E. Vincent Askey. * 


Dr. Larson is a Bismarck, N. D., pathologist. 


* + + 


The 14th World Health Assembly which 
convened in New Delhi, India, in February 
adopted a resolution underlining the re- 
sponsibilities of WHO and its membership 
toward the emerging and newly independ- 
ent nations. The three-part resolution: 1) 
Requests the Director-General to make all 
possible efforts to provide such assistance to 
Member States having newly attained 
independence and to co-operate with them 
in the training of local medical personnel 
technically qualified to undertake the 
responsibility of combating infectious and 
parasitic diseases and of improving national 
health services; 2) Urges Member States to 
provide assistance to raise health levels in 
newly independent countries; arid 3) Ap- 
peals to the Member States to introduce or 
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develop in their health education programs 
the teaching of the principles of racial 
equality and nondiscrimination with a 
view to promoting good mental health and 
in recognition of the “fundamental right 
of every human being to health and health 
services.” 

The next World Health Assembly will 
be held at WHO world headquarters in 
Geneva, the exact date to be set by the 
Executive Board at its meeting in January, 


* + # 


The Eighth National Conference on Physi- 
cians and Schools, held in Chicago in 
March, featured discussions on the mental 
and emotional fitness of children and youth. 
Many of the speakers stressed the need for 
preventive programs in mental health in 
the nation’s schools and “the organization 
of a healthful school day and the establish- 
ment of interpersonal relationships favor- 
able to emotional, social and physical 
health.” 

Dr. Robert Yoho, director of the Bureau 
of Health Education for the Indiana Board 
of Health, stressed the value of the health 
careers program and the need for expanded 
programs of health education. 


Other speakers stressed the role of profes: 


sional people in “trying to work with par- 
ents to assist them so that they can make the 
best contribution to the child’s growth and 
development.” Great periods of anxiety for 
school children, according to several con- 
ference participants, were: entrance to 
Kindergarten or first grade, junior high 
school and senior high school. The conferees 
agreed that increased problems may arise 
because of frequent family moves, return to 
school after a long illness, serious illness of 
a parent or sibling, separation, divorce or 
death, or when parents expect too much of 
their children. 


An over-all evaluation of the conference 
reveals that the participants agreed on: 1) 
The need for inner training in mental 
health concepts, both academic and in- 
service, of all professional personnel work- 
ing with children and families; 2) The need 
for the professional person to break into 
the parent-child cycle “at any point we can” 
through work with school children and 
their parents, teen-agers who will be future 
parents, premarital counseling, expectant 
parents and parents of infants and pre- 
_ school children; 3) The need for identifica- 
_ tion of emotional problems in children and 
families in their incipient stage; 4) The 
need for expansion of Dx and Rx services 
in communities for families and children; 
6) The need for co-ordination of services, 
especially for multiproblem families. 


Dr. George S. Stevenson, editor of Mental 
Hygiene and consultant to the National 
Association for Mental Health, will become 
president of the World Federation for Men- 
| tal Health at the next International Con- 
_ gress in Paris August 30-September 5. 


* * + 


The seventh International Congress of 
T Neurology will be held in Rome September 
10-15. 

+ +% * 


5 


a Pre 50th anniversary of the Family Service 
_ Association of America takes place this 
4 year. To review a half- -century of progress 
_ 4nd to forecast future trends in family life 
a and family counseling, a special 50th 
| Anniversary Biennial Conference will take 
a Place November 12-15, 1961, at the Hotel 


9 Commodore in New York City. 


The 1961 annual convention of the Na- 
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Adults will be held November 17-21 at the 
Denver-Hilton Hotel in Denver, Colo. 
* * * 


A review and evaluation of the final report 
issued recently by the Joint Commission on 
Mental Illness and Health will be featured 
at the 1961 annual meeting of the National 
Association for Mental Health to be held 
at the Deauville Hotel in Miami November 
15-18. This feature will be incorporated 
into the scientific sessions which will also 
include presentations on professional and 
research work in the mental health field. 
+ * * 


The midwest divisional meeting of the 
American Psychiatric Association will be 
held at the Hotel Schroeder in Milwaukee 
November 16-18. Two panel discussions 
and a presentation on “impulse control” 


will be held simultaneously during the two ` 


and one-half day meeting. 


PUBLICATIONS 


The United Nations Office of Public In- 
formation in New York has published a 
pamphlet entitled Declaration of the Rights 
of the Child. 

The UN General Assembly, in Novem- 
ber, 1959, unanimously adopted and pro- 
claimed this Declaration which: sets forth 
those rights and freedoms which the inter- 
national community has agreed every child 
should enjoy. Many of the rights and 
freedoms proclaimed were already men- 
tioned in the Universal Declaration of Hu- 
man Rights adopted by the General As- 
sembly in 1948, It was thought, however, 
that the special needs of the child justified 
a separate declaration. In the preamble to 
the new Declaration it is specifically stated 
that the child, by reason of his physical and 
mental immaturity, needs special safeguards 
and care before as well as after birth, The 
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preamble also affirms that mankind owes 
the child the best it has to give. 

Like the Universal Declaration, the Dec- 
laration of the Rights of the Child sets a 
standard for parents, individuals, voluntary 

_ organizations, local authorities and govern- 
ments to follow in recognizing the rights 
and freedoms set forth and to strive for their 
observance. 

The full text of the Declaration of the 
Rights of the Child are reproduced in the 
UN pamphlet. In 10 carefully worded 
principles the Declaration affirms the rights 
of the child to enjoy special protection and 
to be given opportunities and facilities to 
enable him to develop in a healthy and 
normal manner and in conditions of free- 
dom and dignity; to have a name and a 
nationality from birth; to enjoy the benefits 
of social security including adequate nu- 
trition, housing, recreation and medical 
services; to receive special treatment, educa- 
tion and care if he is handicapped; to grow 
up in an atmosphere of affection and se- 
curity and, whenever possible, in the care 
and under the responsibility of his parents; 
to receive education; to be among the first 
to receive protection and relief in times of 
disaster; to be protected against all forms 
of neglect, cruelty and exploitation; and 
to be protected from Practices which may 
foster any form of discrimination, Finally, 
the Declaration emphasizes that the child 
shall be brought up “in a spirit of under- 
standing, tolerance, friendship among peo- 
ples, peace and universal brotherhood.” 


The final report of the Joint Commission 
on Mental Illness and Health has been 
published and released in a book entitled 
Action for Mental Health. This report is 
the result of a study conducted by the Joint 
Commission established in 1955 and author- 
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ized by Congress to examine the menta 
illness problem in the United States and 
make recommendations for dealing with 
this problem. 

The report proposes a program that 
would, in essence: i 


cancer or diabetes in which the victim: 
should not be punished, pitied or shunte 
aside but treated in the best medical senses 

2. Modernize the treatment of the men- 
tally ill to take the emphasis off incarcera- 
tion in large, poorly staffed state mental 
hospitals, putting it instead on a community 
clinic basis from which patients would be 
returned to everyday society as soon as 
Possible; 

3. Conduct a greatly expanded program 
of basic research into mental illness, 


* æ + 


The twelfth edition of the directory Out- 
patient Psychiatric Clinics and Other Men- 
tal Health Resources in the United States 
has just been published by the National 
Association for Mental Health and the Na- 
tional Institute of Mental Health. 

This directory is the only national listing 
of its type; it provides detailed and recent 
(1959) statistics on mental health resources 
in the United States. All statistics were 
collected and prepared by the Institute's 
Biometrics Branch. In addition to out- 
patient psychiatric clinics, the volume lists 
all state hospitals for mental disease, public 
institutions for mental defectives and 
epileptics, psychopathetic hospitals, Vet- 
erans Administration hospitals, state mental 
health associations, state departments deal- 
ing with mental health and all. regional 
offices of the Department of Health, Educa- 
tion and Welfare. 


we - 


Copies are available from the NAMH 
National Office at $1.50 each. 


* * «* 


On October 1, 1961, the Academy of Reli- 
gion and Mental Health will bring out the 
first issue of its quarterly journal, the 
Journal of Religion and Health. The 
purpose of the journal is “to provide a 
forum for significant and creative thinking 
in the various disciplines which are repre- 
sented within the Academy: namely, reli- 
gion, in all its varied expressions, medical 
science, psychiatry, psychology, sociology 
and cultural anthropology. 


Application of Psychiatric Insights to Cross- 
Cultural Communications, just published 
by the Group for the Advancement of 
Psychiatry, contains the proceedings of a 
symposium which focused on this question. 
Communication problems for Americans in 
Russia, India and Japan were specifically 
discussed at the symposium. Copies may be 
obtained at $.75 each from the Publications 
Office, Group for the Advancement of 
Psychiatry, 104 East 25th Street, New York 
10, N. Y. 


+ + # 


Mental Health in the United States: A 
Fifty-Year History by Dr. Nina Ridenour 
has just been published by Harvard Uni- 
versity Press. Copies of the 160-page book 
at $3.50 each may be obtained from the 
Harvard Press at 79 Garden Street, Cam- 
bridge 38, Mass. In this volume- Dr. 
Ridenour tells the story of the mental 
health movement in this country. Fourteen 
chapters move from the meeting of Clifford 
Beers with his first supporters in 1908, and 
a quick review of the conditions inherited 
from the past, to a discussion of the estab- 
lishment of The National Committee for 
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Mental Hygiene, the growing importance of 
psychiatry in the movement and the advent 
of the first clinics for the guidance of chil- 
dren, 

The author describes the experience with 
mental health problems in the course of 
four wars, the world-wide growth of the 
movement and the beginnings of legal 
protection for the mentally ill. She con- 
tinues with more recent developments such 
as the public's education in the realities of 
mental illness and the formation of an 
organized movement among citizens. In 
conclusion, the author sums up the present 
situation with “realistically tempered con- 
fidence.” 


REGARDING HYPNOSIS 


The following statement of position regard- 
ing hypnosis has been prepared by the Com- 
mittee on Therapy of the American Psy- 
chiatric Association: 


STATEMENT 


Hypnosis is a specialized psychiatric procedure 
and as such is an aspect of doctor-patient rela- 
tionship. Hypnosis provides an adjunct to re- 
search, to diagnosis and to treatment in psychiatric 
practice. It is also of some value in other areas of 
medical practice and research. 

Unfortunately, so little is known of the nature 
of the hypnotic state that definitions usually re- 
duce themselves to mere descriptions of the vari- 
ous manifested phenomena. Few reports of con- 
trolled experiments into the nature of hypnosis 
have been published. 

Hypnosis is appropriately and properly used in 
the course of therapy only when its employment 
serves therapeutic goals without posing undue 
risks to the patient. With selected patients, it can 
be used for sedative, analgesic and anesthetic pur- 
poses; for the relief of apprehension and anxiety; 
and for symptom suppression. It can also be used, 
but on a still more highly selective basis, as an 
adjunct in the treatment of patients with neurotic 
or psychotic illness. 

Hypnosis or hypnotic treatment, as in any other 
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psychiatric procedure, calls for all examinations 
necessary to a proper diagnosis and to the formu- 
lation of the immediate therapeutic needs of the 
patient. The technique of induction of the 
trance state is by far the least important of the 
many facets of the hypnotic procedure and under 
no circumstance should it be taught independ- 
„ently. 

Whoever makes use of hypnotic techniques, 
therefore, should have sufficient knowledge of 
psychiatry, and particularly psychodynamics, to 

_ avoid its use in clinical situations where it is con- 
__traindicated or even dangerous. Although sim- 
‘ilar dangers attend the improper or inept use of 
all other aspects of the doctor-patient relationship, 
the nature of hypnosis renders its inappropriate 
use particularly hazardous. For hypnosis to be 
used safely, even for the relief of pain or for seda- 
tion, more than a superficial knowledge of the 
_ dynamics of human motivation is essential. 
i Since hypnosis has definite application in the 
vi os fields of medicine, physicians have re- 
cently shown increasing interest in hypnosis and 
have turned to psychiatrists for training in hyp- 
© nosis, 
_ To be adequate for medical purposes, all courses 
in hypnosis should be given in conjunction with 
recognized medical teaching institutions or teach- 
ing hospitals, under the auspices of the depart- 
ment of psychiatry and in collaboration with 
those other departments which are ‘similarly in- 
terested, Although lectures, demonstrations, sem- 
inars, conferences and discussions are helpful, the 
basic learning experience must derive from closely 
Supervised clinical contact with patients. Since 
such psychiatrically-centered courses are virtually 
nonexistent, many physicians have enrolled in the 
inadequate brief courses available, which are 
taught often by individuals without medical or 
psychiatric training. These courses have concen- 
' trated on hypnotic-trance techniques and have 
neglected or covered psychodynamics and psycho- 
pathology in a superficial or stereotyped fashion. 
Proper safeguards for the use of hypnosis are 
vitally important to the patient, to all physicians, 
and to psychiatry as a specialty. In the interest 
of encouraging the safe use of hypnosis, the fol- 
lowing recommendations are approved. 


RECOMMENDATIONS 


1. Isolated courses limited to the teaching of 
trance induction techniques are strongly dis- 
approved; ` 
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2. The teaching of hypnosis should take place in 
medical schools and other psychiatric training 
centers that have an interest in the teaching of 
hypnosis. When taught in such a climate, 

, Where students can acquire adequate knowl- 
edge of psychiatric principles, hypnosis may 
become a useful adjunct to therapy; 

3. The teaching of hypnosis should be of suffi- 
cient duration and depth for students to ac- 
quire adequate understanding of its appropriate 
place in relation to other psychiatric treat- 
ment modalities; of its indications and contra- 
indications; of its values and its dangers. De- 
cisions regarding the depth and extent of the 
teaching of hypnosis should remain flexible, 
and should be made by the psychiatric depart- 
ments teaching such courses; 

4. Training in all aspects of hypnosis should be 
made available to physicians and dentists re- 
questing it; 

5. An expansion of facilities for the teaching of 
hypnosis is needed particularly at the post- 
graduate level. The establishment of postgrad- 
uate courses in medical schools and other 
teaching centers under the direction of the 
department of psychiatry is recommended; 

6. Physicians practicing hypnosis should do so 
only in their particular field of medical com- 
petence. 

7. The need for continued study of hypnosis and 
for adequate research is emphasized, with par- 
ticular reference to delineating its place in the 
total treatment program. 


The first full-scale course on hypnosis for 
practicing physicians in a medical school 
is being given at the University of Penn- 
sylvania, Philadelphia. The course is being 
offered by the Department of Psychiatry. 


STATEMENT ON CONFIDENTIALITY 


The American Psychiatric Association has 
released its official statement on confiden- 
tiality as approved by the Association’s 
Executive Committee in January, 1961: 


“Confidentiality may be defined as an ethical 
understanding between the physician and the pa- 
tient that anything the patient tells his doctor 
will not be divulged to anyone else. The principle 


has governed physician-patient relationships since 
time immemorial and is as sound today as ever. 
In the case of psychiatry, it is absolutely essential 
to the practice of psychotherapy, since, obviously, 
patients would not reveal their thoughts and feel- 
ings if it were not observed. 

“Confidentiality, however, like freedom, is not 
quite absolute. The physician, like everyone else, 
is subject to laws which may, under certain cir- 
cumstances, require a breach of the rule of con- 
fidentiality, Even then, however, there are cer- 
tain legal procedures which must be scrupulously 
followed. In addition there is a vaguer area in 
which the physician must, in the last analysis, 
turn only to God and his own conscience for guid- 
ance as when an act harmful to the patient and 
society might be committed if strict confidentiality 
were to be maintained. The rare exception, how- 
ever, only reinforces the time-honored rule.” 


IN MEMORIAM 


“The organized mental health effort at all 
levels reflects wistfully on the passing of 
Dr. Sol W. Ginsburg. No verbal expression 
. of his impact on mental health can even 
approximately tell the story of his spirit 
and his contributions. 
“It seems in order, however, to call atten- 
tion to a memorial service held at the New 


a ` York Academy of Medicine October 3, 


1960, and printed for permanent reference. 
The best tribute to Dr. Ginsburg is to be 
~ found in the acknowledgment of the deep- 
ening of the impress made by each of us as 
a result of our association with him.” 
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The professional man-hours of service avail- 
lable in outpatient psychiatric clinics 


J 
A 


_ trends in these resources over the last five 
| years are presented in this article. 
- This is one of a series of reports (3, 4, 
| 13, 15, 17) based on the nationwide out- 
) patient psychiatric clinic reporting pro- 
gram established in July of 1954, by the 
National Institute of Mental Health in co- 
} operation with state mental health authori- 
ties (9). This report summarizes data pub- 
| lished in the 1959 Directory of Outpatient 
| Psychiatric Clinics and other Mental Health 
| Resources in the United States and Terri- 
tories (14). . 

In 1959, 1,429 facilities were identified 
| by state mental health authorities as out- 
patient psychiatric clinics, defined as “out- 
patient mental health service units with a 
| Psychiatrist in attendance at regularly 
i Scheduled hours who takes the medical re- 
sponsibility for all clinic patients” (16). 
Data on professional staff as of April 30, 
#1959, were reported for 1,378, or 96 per 


| throughout the country in 1959 and the: 


Trends in outpatient 
psychiatric clinic resources, 1959 


cent of these facilities, approximately the 
same proportion as reported in 1954 (1,178 
of 1,234 identified clinics) (3). This report 
includes estimates of trainees of Veterans 
Administration clinics and some other re- 
visions which were not available for an 
earlier report on 1959 professional man- 
hours (17). 

Differences in man-hours reported for 
the two periods may represent factors other 
than a true change in services available. 
Staff turnover affects scheduled weekly 
man-hours reported because the staffing on 
the reporting day may be a temporary situa- 
tion (3). Possible errors in reporting, es- 
pecially for the first reporting period, 1954, 
may be an additional explanation for some 
differences. 

A total of 265,000 scheduled professional 
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tute of Mental Health, U. S. Public Health Service, 
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TABLE 1 


Scheduled professional man-hours per week in outpatient psychiatric 
clinics and number per 100,000 population, by major professional 
category, United States, 1959 and 11954 


Professional man-hours per week 


Number per Percentage 

Total number 100,000 population distribution 

Professional category 1959 1954 1959 1954 Nasg 1954 
Total 265,084 187,589 149 115 100.0 100.0 N 

Psychiatrist 83,142 56,945 47 35 $1.4 380.4 
Clinical psychologist 67,794 47,467 38 29 25.6 25.3. 
Psychiatric social worker 96,182 70,788 54 43 36.2 8787, 
Other 17,966 12,389 10 8 6.8 6.6 


man-hours of service per week for filled 
positions were reported as of April 30, 1959, 
as compared with 187,600 as of November 
80, 1954 (Table 1). This 41 per cent in- 
crease resulted primarily from the estab- 
lishment of new clinics rather than from 
the expansion of already existing clinics, a 
gain that was offset to some extent by an 
8.5 per cent growth in the estimated United 
States population during this period (5, 8). 
As a result the average number of profes- 
sional man-hours per 100,000 population 
rose from 115 to 149, a net gain of only 30 
per cent. 


VARIATION BY PROFESSION 


Man-hours of each of the three major pro- 
fessions comprising the staff of these clinics 
increased markedly. The gain was some- 
what greater for psychiatrists (46 per cent) 
than for clinical psychologists (43 per cent) 
or psychiatric social workers (36 per cent); 
hours of all other professionals increased 
45 per cent. 

These differences, however, did not sub- 
stantially change the distribution of pro- 
fessional man-hours by major discipline. 
Psychiatric social workers continue to con- 
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tribute the largest proportion of profes- 
sional man-hours (36 per cent), clinical psy- 
chologists, the lowest (26 per cent); psychia- 
trists provide 31 per cent of the hours. Rela- | 
tively few clinic man-hours are provided by 
psychiatric and mental health nurses (one 
per cent of the total), A variety of other 
professionals contribute the remaining six 
per cent of the man-hours; data on these 
professionals are available upon request. 

The distribution of man-hours by full- l 
time and part-time employment and by — 
trainee status within each major profes- } 
sional category also showed little change 1n 
the last five years (Table 2). 

Although there has been a relatively large 
increase in part-time employment, full-time 
employees still contribute two-thirds or 
more of psychiatric social worker man-hours 
and of clinical psychologist man-hours. Ingi 
contrast, both part-time and trainee hours | 
continue to constitute relatively large pro- 
portions of the total psychiatrist hours. 
Trainee hours (51,000) provide nearly one 
fifth of all clinic man-hours and one-half 
of these (25,000) are psychiatrist trainee 
hours. 5 
In 1954, there were only 33;000 trainee 
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TABLE 2 


Scheduled professional man-hours per week in outpatient psychiatric 


clinics, by type of employment and by major professional 
category, United States, 1959 and 1954 
1959 1954 
Total Percentage distribution Total Percentage distribution 
number of by type of employment number of by type of employment 
professional professional 
man-hours Full- Part- man-hours Full- Part- 
Professional category per week time* time Trainee per week time* time Trainee 
Total 265,084 58.7 22.1 19.2 187,589 61.6 20.9 17.5 
Psychiatrist 83,142 35.0 34.6 30.3 56,945 37.2 36.7 26,1 
Clinical psychologist 67,794 64.1 21.3 14.6 47,467 67.3. 16.5 16.2 
Psychiatric social worker 96,182 76.9 11-9) T 70,788 78.6 9.5 11.9 
Other 17,966 50.3 21.9 27.8 12,389 54.3 80.0 15.7 


* “Full-time” refers to a work week of 35 hours or more. 


hours, of which 15,000 were psychiatrist 
trainee hours. A large portion of the in- 
crease in trainee hours of other professionals 
is accounted for by hours of medical school 
students which increased from 600 to 3,400. 

An exact count of the number of pro- 
fessional persons working in clinics cannot 
be determined because the number who 


work part-time in more than one adminis- 
tratively distinct psychiatric clinic is not 
known. Nevertheless, based upon the gen- 
eral increase in number of staff reported 
for each major profession and type of em- 
ployment, it is likely that the number of 
professionals in clinics has greatly increased 


(Table 3). 


TABLE 3 


Number of professional staff reported in outpatient psychiatric clinics, 
by type of employment and major professional category, 


United States, 1959 and 1954 


1959 1954 
Number of staff reported Number of staff reported 
by type of employment by type of employment 
pRB E E 
Full- Part- Full- Part- : 
Professional category Total time* time Trainee Total time* time Trainee 
Total 14,498 4,009 6,902 3,587 9512 2,958 4,642 1,912 
___ Psychiatrist 6,460 735 ` 4,070 1,655 4,136 533 2,750 853 
i Clinical psychologist 3,023 1,125 1,334 564 2,053 829 812 412 
Psychiatric social worker 3,474 1,915 1,027" 532 2,453 1,423 613 417 
© Other 1,541 234 471 836 870 173 467 230 
_ *"Full-time” refers to a work week of 35 hours or more. } 
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TABLE 4 


Scheduled professional man-hours per week in outpatient psychiatric 


clinics, by geographic region and state, 


1959 and 1954 


Geographic region 
and State 


Total United States * 


Northeast 
_ Connecticut 
Maine 
Massachusetts 
New Hampshire 
_ New Jersey 
_ New York 
Pennsylvania 
~ Rhode Island 
Vermont 


North Central 
Illinois 
Indiana 
Iowa 
Kansas 
Michigan 

` Minnesota 
Missouri 
Nebraska 
North Dakota 
Ohio 
South Dakota 
Wisconsin 


South 
Alabama 
Arkansas 
Delaware 
Dist, of Columbia 
Florida 
Georgia 
Kentucky 
Louisiana 


* 1959 data on trainees of Veterans Administration clinics are included in the United States totals only. 
t Includes correction of figures presented in a recent publication (17). 
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1959 professional 
man-hours per week 
Per cent 

change 

Total since 

number 1954 
265,084 + 41.3 
115,298 + 28.0 
6,452 +71.8 
358 42.1 
18,248 -+ 26.5 
605 — 3.5 
7,359 +4 30.2 
61,646 + 14,1 
18,678 +4 91.4 
1,440 4 16.1 
512 49.3 
65,093 + 31.9 
19,353 + 23.3 
3,524 + 40.0 
2,242 + 31.4 
5,200 + 36.0 
8,685 + 39.5 
3,339 t+ 1.6 
4713 +4 56.8 
1041 + 5.7 
161 + 80.9 
13,475 -+ 35.8 
454 4124.8 
2,906 4+ 54.8 
43,271 + 68.1 
1,348 4+384.9 
1,193 4178.1 
64 — 3.2 
4698 + 21.3 
5,617 + 59.6 
1,372 -182.1 
1,082 + 78.0 
3,404 +16.1 


1959 man-hours 


Percentage distribution of 1959 man- 


hours by professional category 


per week per 
100,000 population 
Per cent 
change 

Total since 

number 1954 
149 + 29.9 
264 +28.1 
268 + 57.6 
38 +31.0 
872 427.0 
104 — 8.8 
125 4 16.8 
8375 + 10.3 
165 4 87.5 
170 4 11.1 
138 + 51.6 
126 + 21.6 
191 + 12.4 
76 +28.8 
80 +25.0 
247 429.3 
109 + 23.9 
98%} 6.1 
112 4 51.4 

72 0 
25 +78.6 
139 + 23.0 
67  +123.8 
73 4 43.1 
81 + 52.9 
43 4.877.8 
69  +187.5 
135  — 19.2 
574 +22.9 
120 +12.1 
36 111.8 
35 466.7 
108 + 5.9 


chiatrist chologist worker 


Clinical chiatric 


Psy- 


social 


Psy- psy- 
31.4 25.6 
31.6 24.0 
40.4 16.6 
20.7 55.9 
40.9 20.9 
87.8 21.5 
23.3. 28.2 
25.9 27.0 
41.9 17.8 
35.4 14.9 
7.0 $4.0 
29.0 28.3 
22.0 32.7 
25.0 82.0 
D= 26.7 
48.5 26.7 
20.7 28.0 
23.3 23.1 
35.9 27.1 
34.7 27.8 
31.1 39.1 
38.3 28.4 
19.4 29.7 
30.2 29.9 
30.8 25.1 
15.0 28.1 
1232 151 
25.2 29.8 
Bite ans 
18.6 34.4 
$1.5 30.7 
30.2 19.2 
50.2 16.1 


36.38 


24.2 


Other 
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TABLE 4—Continued) 


Scheduled professional man-hours per week in outpatient psychiatric 
clinics, by geographic region and state, 
1959 and 1954 


1959 man-hours 
1959 professional per week per Percentage distribution of 1959 man- 
man-hours per week 100,000 population hours by professional category 
d Per cent Per cent Psy- 
y change change Clinical chiatric 
Geographic region Total since Total since Psy- psy- social 
and State number 1954 number 1954 chiatrist chologist worker Other 
Maryland 5,111 + 74.9 172 + 50.9 40.5 19.5 26.7 13.3 
Mississippi 394 +79.9 18 4+ 63.6 21.8 37.6 406 — 
North Carolina 3,554 +129.4 80 4116.2 40.9 24.1 33.3 1.7 
Oklahoma 1,214 4101.7 54 + 92.9 25.2 25.4 25.7 23.7 
South Carolina 785 + 51 3 è — 30 17.6 21.4 61.0. - 
‘Tennessee 2,720 +431.3 78 4420.0 21.5 35.3 38.1 7.1 
Texas 4,695 + 55.1 50 + 35.1 36.9 24.0 $2.5 6.6 
Virginia 4,685 + 74.4 121 4 53.2 28.5 28.5 20.7 18.3 
West Virginia 795 + 28.8 41 + 32.3 21.5 22.6 43.0 12.8 
West 32,032 + 50.7 126 + 32.0 36.7 21.7 33.7 7.8 
Arizona 550 + 60.3 45 +4 21.6 38.2 32.7 29.1 — 
California 22,626 + 50.8 158 + 30.6 38.4 21.1 33.7 6.8 
Colorado 3,598 + 92.2 218 + 71.7 47.8 20.1 28.5 3.6 
Idaho 100 = 73.1 15 — 75.8 10.0 40.0 50.0 — 
Montana 287 — 40.0 35° 45.8 29.5 54.0 16.5 — 
Nevada 326 t 120 t 5.5 36.8 36.8 20.9 
New Mexico 123 + 53.8 l4 + 40.0 15.4 10.6 66.7 7.3 
Oregon 1,156 + 30.8 66 +4. 22.2 17.6 31.2 40.2 11.0 
Utah 739 — 25.9 84 = 35.4 32.5 17.7 33.8 16.0 
Washington 2,531 + 98.5 92 + 76.9 21.7 19.0 39.2 20.1 
Wyoming 46 + 53.3 15 + 50.0 43.5 21.7 21.7 13.1 
Nonconterminous 
United States 2210 +4 90.2 66 + 67.8 23.9 31.2 42.4 2.4 
Alaska 237 4107.9 151 115.7 35.8 32.1 32.1 — 
Hawaii 1,156 + 56.9 193 4+ 29.5 24.1 8.6 42.9 4.4 
Puerto Rico 657. +128.1 28 4115.4 19.2 35.5 45.38 = 
Virgin Islands 160 4595.7 § § 25.0 on 75.0 
No clinics in 1954. 
§1959 population estimates for the Virgin Islands are not available. 
GEOGRAPHIC VARIATION 1954 and 1959, whereas only five states 


showed a decline (Table 4). The ratio of 
clinic man-hours for each 100,000 popula- 
tion, a ratio which continues to vary widely 
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The growth of clinic service is almost na- 
tionwide. Forty-eight states reported an 
increase in professional man-hours between 


among the states (from 14 to 574), showed 
some improvement in all but a few states. 

The variation among states reflects sev- 
eral factors; (A) the concentration of clinic 
resources in industrial areas and in metro- 
politan centers; (B) the provision of serv- 
ice by metropolitan clinics to residents of 
surrounding states; (C) the proximity of 
clinic resources to medical and other pro- 
fessional training centers; for example, al- 
most 50 per cent of the trainee man-hours 
are in clinics located in five states (Cali- 
fornia, Illinois, Massachusetts, New York, 
Pennsylvania) in which are located ap- 
proximately 2 out of 5 of the professional 
psychiatric training facilities in the country 
(1, 2, 10). 

The states also differ considerably in the 
distribution of man-hours by profession. 
By state, psychiatrist man-hours range from 
6 to 50 per cent of total man-hours, clinical 
psychologist hours from 11 to 56 per cent, 
and psychiatric social worker hours from 17 

to 67 per cent (Table 4). State variation in 
the interprofessional ratio reflects both local 
shortages of professional personnel as well 
as differences in the staffing needs of the 
diverse types of clinics. 

A comparison of clinic growth by geo- 
graphic region indicates that the South had 
the greatest relative growth within the last 
five years. All but 3 of the 17 states in this 
region showed increases in professional 
man-hours exceeding 25 per cent; six states 
showed increases of more than 100 per cent. 
The South, however, still has the lowest 
number of man-hours per 100,000 popula- 
tion. 

The West ranked second in relative in- 
crease during this period. - The Northeast 

had the greatest increase in actual number 
of man-hours but the least relative change. 
For both periods, the ratio of man-hours 
to population in this region (264 per 100,- 
000) was more than twice that of any other 
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region and three times that of the South, 
In nonconterminous United States, the pop- 
ulation ratio for both Alaska (151 man- 
hours per 100,000) and Hawaii (193 man- 
hours per 100,000) are above the national 
average. 

The distribution of man-hours by metro- 
politan and nonmetropolitan area changed 


only slightly. In 1959, 89 per cent of the ` 


man-hours were provided by clinics located 
in metropolitan areas, where 63 per cent of 
the population resided (7). In 1954, these 
figures were 92 and 59 per cent, respectively. 
The metropolitan-nonmetropolitan differ- 
ential continues to be somewhat greater for 
psychiatrist hours than for other profes- 
sional man-hours; clinics in nonmetropoli- 
tan areas provided only 9 per cent of psy- 
chiatrist man-hours compared with 13 per 
cent of clinical psychologist and 11 per cent 
of psychiatric social worker hours. Í 
Outpatient psychiatric clinics (including 
those not reporting) were located in 175 — 
(91 per cent) of the 192 standard metropoli- 
tan areas in 1959, compared with 152 (88 


per cent) of 172 metropolitan areas in 3 


1954 (11). 


VARIATION BY TYPE OF CLINIC 


There has been a differential growth of 
clinic resources according to age or other 
special groups served, full- or part-time 
clinic schedule, and type of operating 
agency (Table 5). The number of clinics 
with services limited to adults doubled in 
the last five years; more than one-fourth of 
all clinic man-hours in the country in 1959 
were provided by clinics serving adults ex- 
clusively. The number of facilities limited 
to children increased by 10 per cent, the 
number of clinics without age restrictions 
or serving both adolescent children and 
adults by only 5 per cent. 

Another significant finding is an actual 
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TABLE 5 


Number of outpatient psychiatric clinics, 1959 and 1954, professional 
man-hours 1959, by clinic characteristics, United States 


Clinic characteristics 


Total 


Age group served 
Children and adults 
Children only 
Adults only 


Type of service * 
Full-time 
Part-time 


Direct operating agency 
State governmental agency 
Local governmental agency 
U. S. Veterans Administration 
Mental hospital 
Medical school, general or other hospital 
College or university 
Other school 
Court or correctional agency 
Other agency 
Independent clinic 


Special group served 
Veterans 
Alcoholics 
Mental hospital patients in extramural care 
Court cases 
College students 
Mentally retarded persons 
Other groups 
No special groups 


* Full-time refers to a work week of 35 hours or more. 


decline in the number of identified part- 
time clinics concomitant with a large in- 
crease in the number of full-time clinics 
(open 35 hours or more weekly). The in- 
Crease in professional man-hours between 
1954 and 1959 reflects primarily an increase 
in full-time clinic resources. 

Substantial increases occurred in the 


Number of 
professional 
Number of clinics reporting man-hours 
per week 
1954 1959 1959 
1,205 1,378 265,084 
632 662 97,867 
381 418 94,707 
192 298 72,510 
619 911 248,032 
586 467 17,052 
207 234 32,763 
106 147 18,385 
66 65 28,429 
295 226 15,390 
229 285 67,748 
28 25 4,982 
17 21 12,203 
23 20 5,361 
91 145 83,795 
143 210 46,083 
66 65 28,429 
25 39 4,316 
90 51 2,842 
26 24 5,885 
10 15 2,903 
5 12 3,106 
9 19 2,399 
974 1,153 215,704 


number of facilities operated by such local 
governmental agencies as local health or 
welfare departments, by general or medical 
school hospitals, or as independent facili- 
ties. On the other hand, the number of 
identified outpatient facilities operated by 
state mental hospitals declined. 

Facilities limited in their services to se- 
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FIGURE |, PERCENTAGE DISTRIBUTION OF PROFESSIONAL MAN-HOURS IN OUTPATIENT 
PSYCHIATRIC CLINICS, BY MAJOR PROFESSIONAL CATEGORY, ACCORDING TO GROUP SERVED 
1959 
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Outpatient psychiatric clinic resources 


lected diagnostic groups or to persons meet- 
ing other special eligibility requirements 
represent about the same part of total clinic 
resources today as previously. 

In 1959, 225 clinics (16 per cent) had 
special eligibility requirements as com- 
pared with 231 clinics (19 per cent) in 1954. 
The number of psychiatric clinics limited 
to alcoholics and those limited to the men- 
tally retarded increased substantially (from 
25 to 39 and from 5 to 12, respectively); the 
number serving only the mental hospital 
patient in extramural care declined (from 
90 in 1954 to 51 in 1959), 

The specialized services provided by dif- 
ferent types of clinics are reflected in their 
staffing patterns (Figure 1). The ratio of 
psychiatrist man-hours to other professional 
staff time is relatively high in clinics serving 
adults only, college students only, or men- 
tal hospital patients in extramural care. 
Clinical psychologist man-hours predomi- 
nate in court clinics and psychiatric social 
worker hours in clinics serving children 
only or alcoholics only, while speech and 
remedial therapists and pediatricians con- 
tribute a substantial portion of the man- 
hours of clinics for the mentally retarded. 


PROJECTED RESOURCES 


A projection of future outpatient psychi- 
atric clinic resources based on the current 
trend in clinic growth may be helpful in 
mental health program planning. If it is 
assumed that in each of the next five years 
the number of clinic man-hours in the 
United States will increase at the same rate 
as in the last five years, clinics will provide 
375,000 total man-hours of service per week 
in 1965 and 529,000 in 1970 as compared 
with 265,000 in 1959. The 1970 estimated 
hours would include 177,000 psychiatrist, 
138,000 clinical psychologist, 177,000 psy- 
chiatric social worker, and 37,000 other pro- 
fessional hours. 
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Based on these estimates and projected 
population data (6), the ratio of clinic pro- 
fessional man-hours per 100,000 population 
can be expected to increase from 149 in 
1959 to 191 in 1965 and 248 in 1970. That 
is, in 1970 there will be an equivalent of 
1.8 full-time clinics (defined as 140 man- 
hours of service per week) for each 100,000 
population in the United States. Similar 
projections by geographic region provide ` 
an estimate for the Northeast of 2 clinics 
per 100,000 by 1965. 

By 1970, it still will be the only region 
having attained this modest goal. The 
West and North Central regions will have 
reached the level of 1 clinic per 100,000) 
population by 1965, while the South will 
reach this level by 1970. However, it is 
possible that the man-hour growth rate in 
the South will be accelerated since almost 
half of the psychiatric training facilities 
established in the last few years are located 
in this region. 


SUMMARY AND DISCUSSION 

During the five-year period 1954 to 1959, 
the number of professional man-hours in 
outpatient psychiatric clinics in the United 
States increased by 41 per cent, largely be- 
cause of the establishment of new facilities. 
The average ratio of man-hours per 100,000 
population in 1959 was 149, the equivalent 
of slightly more than one full-time clinic 
(defined as 140 man-hours’ of service per 
week). The rate of increase was marked 
for all three major professional categories: 
psychiatry, clinical psychology, and psychi- 
atric social work. ; 

In general, the greatest clinic growth oc- 
curred in the South, the area with the least 
resources in conterminous United States. 
Despite this increase, clinic resources in 
this region average only slightly more than 
half a full-time clinic per 100,000 popula- 
tion. The Northeast, with 264 man-hours 
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per 100,000 population, continues to have 
twice the ratio of any other region and 
three times that of the South. 

Unless the current clinic growth rate is 
greatly accelerated to offset the anticipated 
population growth, there will be an average 
of less than the recommended objective (12) 
of one clinic per 50,000 population in the 
United States in 1970. 

For adequate program planning of men- 
tal health resources, additional types of in- 
formation are needed on a periodic or spe- 
cial study basis. It was assumed that per- 
sonnel, as of the day reported, represent the 
normal staffing of the clinic; however, staff 
fluctuations because of seasonal or other 
factors are not known. 

A detailed report of professionals who 
work in the clinic during the year and 
their dates of employment could provide 
information on staff turnover as well as 
unduplicated counts of individuals working 
in mental health facilities. This report 
should include such descriptive informa- 
tion about the staff as demographic charac- 
teristics, educational and experiential quali- 
fications, and salary. 

The functions of the individual staff 
members in relation to their characteristics 
and to the clinic policies, goals, and treat- 
ment setting also require study. Such addi- 
tional data on the clinic’s training activities 
as type and amount of trainee supervision 
and the trainee’s role in the clinic, the 
clinic’s inservice training needs and demand 
for additional staff, will aid in the long- 
range development of an adequate mental 
health manpower supply. 

Professional organizations and the state 
mental health authorities are being sur- 
veyed to ascertain their requirements for 
additional types of information related to 
mental health clinic resources. 
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Mental health programs in 


If an historian 100 years from now had no 
source materials to work with other than 
the slogans of our time, he could recon- 
struct a fairly accurate history of psychia- 
try in the period of 1948-1960. He might 
write the following: 


“In summary then, we may say that psychiatry, 
shortly after World War II, determined to launch 
a frontal attack on the shameful conditions pre- 
vailing in mental hospitals, It resolved to storm 
the walls of these institutions and make of them 
active treatment centers. Substantial headway 
was made in raising their standards. However, 
only a few years passed before the profession be- 


foe BC La OE AN a a a a A 
Dr. Ross is medical director of the American 
Psychiatric Association, Washington, D. C. This 
paper was adapted from an address presented to 
the Northeast State Governments Conference in 
Stowe, Vt. in May, 1960, and from an address pre- 
sented to the Mental Health Council of the Western 
Interstate Commission for Higher Education in 
Harrison Hot Springs, British Columbia, Can., in 
June, 1960. 
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the decade ahead 


gan to have doubts about the long-range potential 
of its large public hospitals (apparently they were 
enormous) for becoming the effective treatment 
centers they had hoped. 

“They began to retreat from their bold position 
and talked a great deal instead about treating 
mentally ill persons in the community. This 
represented a very drastic departure for, as we 
have seen in preceding chapters, the United States 
had relied almost exclusively on its mental hospi- 
tals for the treatment of mental patients for 
nearly 200 years. From what fragmentary evi- 
dence is available, it appears that in some respects 
the retreat was a disorderly one. At least the 
spokesmen of the times had not clearly delineated 
in their own minds exactly what would be the 
relative roles of the traditional hospital on the 
one hand and community services on the other. 

“There was some talk of abolishing mental hos- 
pitals, but apparently this did not materialize. 
As we shall see in later chapters, the mental 
hospital continued to play a vitally important 
role in succeeding years. Nevertheless, the seeds 
of a new approach to mental illness in the com- 
munity were sown in the 1950's, and many of 
them sprouted and flowered in the 1960's.” 


Every man must be his own historian, 
of course, but it seems to me that we are 
forming ranks for the long march into 
the 1960’s under a new banner of commu- 
nity-based psychiatry. We feel that we 
have overcome in some substantial measure 
“the shame of the states” that gave us our 
rallying cry in the late forties and early 
fifties. This is no mean accomplishment. 
But now we want to go on to constructing 
positive programs of which we can be 
proud. š 

All of us are participating in this vast 


movement to disperse responsibility for the . 


treatment and care of the mentally ill 
among broad segments of the community, 
away from exclusive reliance on the large 
public mental hospital of the past. As to 
the forms of the movement, we are all well- 
acquainted with them: the day hospital, 
the night hospital, the psychiatrically ori- 
ented general practitioner, the general hos- 


‘pital psychiatric service, halfway houses, 


various types of outpatient clinics, mental 
health centers, rehabilitation centers and 
all such devices that we consider comprise 
an integrated network of community psy- 
chiatric facilities. Wherever the mental 
health disciplines congregate, the talk and 
the slogans focus on the word “commu- 
nity.” 
“Times do change. Ideas do have impact on our 
times. The challenge ahead is stimulating. The 
prospects for advance in the field of mental health 
magnificently promising; the battle dificult but 
not insuperable—and well worth the cost,” 1 


I have been asked to convey to you some 


of my thoughts about mental health pro- 
, &rams in the 1960's. It is a good subject. 


Probably all of us feel an urgent need to 
redefine our assumptions, goals and meth- 
Odology as we gird ourselves for the battles 
of mental illness and health in the decade 
We have just entered, By the same token, 
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perhaps, we all sense the obsolescence: of 
the assumptions, goals and methodology 
with which we fought the good fight in 
the fifties. They simply will not do any 
longer. A major task confronting us is to 
find out why this is so, whither we are. 
tending, and how to get there most ex- 
peditiously. 


ECONOMICS AND MENTAL ILLNESS 


At the outset we must systematically ex- 
amine our present and prospective needs 
and resources, then, as has been done suc- 
cessfully by highway officials and educators, 
and present to the nation a well-thought- 
out target for the next decade. We the 
people, that is, must assume a correlative 
responsibility to support the taxes required 
to achieve that target, and only when we 
have manifested a willingness to do so can 
we lay claim to maturity and responsibil- 
ity. 

One may hope, for example, that with 
the help of economists we can convey to 
our citizens in the sixties a more realistic 
appraisal of the true cost of mental illness 
in terms of undermining our strength as 
a nation. If we can do this, then presum-, 
ably citizens will respond with the finan- 
cial support we need to multiply our ef- 
forts a thousandfold to combat it. At least, 
we must proceed on that assumption. 

Certainly we need the help of economists 
to assess our position realistically, for it 
has always seemed to me that we in the 
mental health disciplines have a tendency 
to think that we are going to save the pub- 
lic money if only it will adopt this or that 
recommendation or ours. We may say, 
for example, that since it costs $30 million 


1From an address delivered by Sidney Spector at 
the 10th Mental Hospital Institute of the American 
Psychiatric Association in Kansas City, Mo., Oc- 
tober, 1958. f 
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to build a new 3,000-bed hospital, if they 
will only let us have that $30 million to 
develop community services, why then it 
won't be necessary to build any new hos- 
pital. Ergo: the implication is that the 
taxpayer is going to save money and we're 
jolly good fellows for telling him how. 

Well, I for one doubt very much if we 
are going to save anybody any money, or 
even if that is our function. On the con- 
trary, if we have our way I very much sus- 
pect that we are going to double public 
expenditures on mental illness—and for 
all I know triple it—in the decade ahead. 
At least I am sure that we must do some- 
thing of that order if we are to advance 
levels of treatment, training and research 
in our field to the levels that we appear to 
want. The economists can evaluate its 
feasibility. 

Indeed, Economist Rashi Fein? is most 
persuasive when he says that not even an 
economist can answer the question: What 
can society afford to spend on mental ill- 
ness? But when one raises the question 
“What should society spend on mental ill- 
ness?” his answer is: “An economy can 
afford to spend what it desires to spend. 
All that is necessary in order to spend more 
on one thing is to spend less on something 
else. What society can spend (and ulti- 
mately what society should spend) depends 
on the value system that society holds to.” 

‘For me the problem is one of communi- 
cation and motivation—how to release the 
generous impulses of the people, how to 
convince them that spending more money 
on mental illness than on potted plants is 
a wise thing to do and is in their best in- 
terests. My faith in our democratic system 
makes me feel confident that it can be 
done, if only we can define the target in 


2Fein, Rashi, Economics of Mental Illness (New 
York: Basic Books, Inc., 1958). 
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such a way that they will want to shoot at 
it with us. 


STANDARDS 


In the past 10 years we have been primarily 
concerned with quantitative factors under- 
lying treatment and care in the hospitals. 
That is, we sought to eliminate overcrowd- 
ing in the hospitals, to build up ratios of 
personnel to patients, to raise salaries, to 
establish minimum per diem rates. Now 
it appears that in the decade ahead we are 
going to be more concerned with qualita- 
tive factors. If we are to change present 
concepts into reality, we must, more than 
anything else, build in self-criticism and 
question ourselves as we move toward 
changing present concepts into living real- 
ity. 

Standards are, of course, a stock device 
used by professional groups to insure and 
advance adequate levels of performance in 
the discharge of services that affect the 
public as a whole. As they develop in re- 
sponse to a social need, standards can also 
constitute a rallying point, a set of slogans, 
if you will, behind which public support 
can be rallied to advance a cause. The 
standards of bygone days had to be geared 
to the most elementary realities, for all 
aspects of mental hospital care were hope- 
lessly inadequate. 

Moreover the early standards—and we 
are still using them—had necessarily to re- 
flect the current philosophy of treatment 
of the time. While there was some talk in 
the late forties about community relations 
and outpatient clinics, it really did not 
amount to much, for it was not a time for 
idealism, for projections of what truly 
civilized treatment of mental illness might 
be like, but it was a time to erase snakepits. 
If the mental health disciplines recognized 
that a majority of patients would respond 
promptly to an intensive treatment pro- 
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gram, they also recognized that for large 
numbers of patients there was less ex- 
pectance of recovery, and that for this lat- 
ter group prolonged treatment would be 
necessary. We distinguished between in- 
tensive treatment for some and what was 
so euphemistically called “continued treat- 
ment” for others. 

Largely as a result of the efforts of the 
APA Central Inspection Board to inspect 
and rate the mental hospitals of America, 
minimally acceptable levels of humane 
care have been achieved and considerable 
headway has been made in providing treat- 
ment programs in our hospitals. Yet 
hardly were the standards pronounced, 
when a whole slew of developments took on 
substance during the fifties which led to 
the realization that the standards had their 
own obsolescence built into them. We 
must understand the nature of this obso- 
lescence, because we are entering the new 
era of the sixties with a set of standards 
designed to meet the needs of the late 
forties and fifties. Certain patterns of dis- 
satisfaction with the standards have been 
delineated. 

The most common note of criticism is 
that the standards emphasize quantitative 
considerations at the expense of quality. 
Furthermore, they proceed from the as- 
sumption that more personnel per se will 
lead to more effective treatment. The 
qualities of personnel are overlooked. For 
example, hypothetically, might not a hos- 
pital that fails to meet the standard ratio 
of physicians-to-patients but whose physi- 
cians are all Board-certified be a better 
hospital than one which does meet the 
ratio but with less adequately trained per- 
sonnel? Is it sufficient to insist on so many 
Square feet of space per patient, or is there 
not need to assess’ how the space is being 
used and to look more deeply into matters 
of design and utility? Is it not the results 
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‘that are obtained rather than the numbers 


of personnel that count? 

Another common dissatisfaction is that 
the standards no longer reflect our philoso- 
phy of treatment. Of course, although one 
should recognize that there are very large 
numbers of patients for whom we can still 
do relatively little, our sights have been 
raised enormously as to how many patients 
we can reach if present available therapies 
are made.available within and outside the 
hospital. And even in the case of chronic 
patients we are optimistic about making 
more useful citizens of them within the 
hospital and in protected settings outside. 
In short, we are rapidly approaching, if 
we have not already reached, a philosophy 
of total treatment for all instead of inten- 
sive treatment for some. The former 
philosophy tended to emphasize arithmetic 
deficiencies in operations, while the latter 
tends to confer credit on experimentation, 
improvisation and built-in evaluation. 

A third criticism is that once standards 
are established it is difficult to change 
them, because they tend to petrify while 
they lose touch with the realities of chang- 
ing opinion and practice. For example, 
the standards were promulgated before the 
advent of drug therapies, which have dras- 
tically affected the use of space and per- 
sonnel in the mental hospitals. Still, no 
change has been made in the standard to 
reflect this. It is a matter of record that 
there are not enough nurses in the entire 
nation to staff the mental hospitals in the 
ratio required by the standards. 

Only rarely will a hospital have more 
than one-tenth or one-twentieth of the 
number required: The deficiency, of 
course, is compensated for by building up 
staffs of aides and attendants. Is it not 
time that the standards came to grips with 
such a fundamental reality? 

Another flaw in the standards, often ex- 
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pressed, is that they do not allow for’ 


evaluating the variables in the total ef- 
fectiveness of individual hospitals. Why 
is it that some hospitals demonstrate 
greater therapeutic effectiveness than oth- 
ers? Is it because of superior personnel? 
Superior administrative techniques? Cul- 
tural differences in the patient population? 
The openness of the hospital? The ac- 
tivity programs? Or why? 

The standards do not help us to ascer- 
tain the relative importance of these fac- 
tors. Moreover, they do not have across- 
the-board applicability to begin with. Cer- 
tainly the measurement of performance of 
a large metropolitan hospital in New York 
is a vastly different proposition from as- 
sessing the effectiveness of a hospital in 
Idaho. 

Another troublesome point about stand- 
ards is that people do attain them. When 
that point is reached, their very existence 
becomes a handicap to further advance. 
Yet, it is not feasible to go on raising the 
standards every few years to accommodate 
the needs of those who have reached them. 
That would amount to nothing more than 
the old trick of dangling a carrot on a 
stick in front of the horse. It may work 
with a horse, but it will not work with a 
‘legislator. 

‘So much for some of the patterns of 
dissatisfaction that are commonly heard 
these days, It all adds up to a consensus 
that the standards that did so much for us 
in the fifties have now almost reached the 
point where they inhibit rather than en- 
courage the development and application 
of new and promising trends and practices. 

* Such basic questions arise as whether stand- 
ards should any longer be geared to ac- 


8 Albee, George W., Mental Health Manpower 
Trends (New York: Basic Books, Inc., 1959), Mono- 
graph Series #3. 
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creditation purposes, or whether instead 
we should think in terms of developing 
guide lines to acceptable patterns of op- 
eration for the entire range of psychiatric 
services in both the hospital and commu- 
nity. 

Let me hasten to say that no one, I think, 
has any notion of dismissing present stand- 
ards until a more satisfactory formulation 
is ready to substitute for them. Even now 
the majority of our mental hospitals have 
not met the standards which still comprise 
our best argument for pleading for more 
appropriations in order that they may be 
met. 

Nevertheless, in terms of setting up the 
target that we want the public to shoot 
for in the sixties, I suggest to you that the 
personnel ratios and the space ratios that 
were our guideposts in the fifties will 
simply not see us through the sixties. We 
must do better. In a word, we must be- 
come more concerned with quality, per- 
formance and service rendered than with 
mathematical ratios, without, of course, 
denying the significance of the latter. 


THE PERSONNEL PROBLEM 


If we must do some radical thinking 
about the standards and slogans that we 
shall march under into the sixties, we must 
also do some radical thinking about the 
personnel problem, for the specter of con- 
tinuing shortages is very much with us. 
The scope of the problem has been most 
comprehensively delineated for us by Dr. 
George Albee. 

I suppose that in the sixties we as a na- 
tion will develop a few more medical 
schools, some more graduate schools of psy- 
chology, social work, and nursing. But is 
anyone so sanguine as to believe that we 
will be able to establish enough schools and 
acquire enough teachers to overcome our 
shortages in relation to population growth 
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in the sixties?- I do not think so. We can, 
we must, and we will make some progress, 
but not enough. We will probably make 
greater progress by way of improving ad- 
ministrative techniques, by making better 
use of the time and skills of the wide range 
of professional and nonprofessional per- 
sonnel that are available to us, by retain- 
ing what personnel we do have, by provid- 


‘ing more job satisfactions for them and 


thus stimulating greater productivity 
among them and by doing a better job or 
training psychiatric personnel to meet the 
changing needs of the sixties. 

For example, what use are we now mak- 
ing of trained information specialists in 
our field? Is it too farfetched an idea 
that the cause of the mentally ill would 
be well-served if we could set up a national 
school for training such specialists in com- 
municating our needs to the public? We 
have by no means given this group of help- 
ers their rightful place on the team, al- 
though gradually it is beginning to dawn 
on most state departments of mental health 
that they cannot compete for the support 
they need without the help of experts in 
communication. 

I have been gratified to observe that 
Several states now do have information 
Specialists on their staffs as part of the 
team, and that these are showing some 
signs of wanting to organize themselves in- 
formally. This is all to the good, and one 
would very much hope that before this 
decade is over every department of mental 
health and some of the hospitals will have 
adequate information specialists on their 
Staffs as part of the professional team. It 
is not a matter of building up a vast propa- 
ganda machine. It is merely an acknowl- 
edgement that we in the mental health 
disciplines are simply not trained to com- 
municate our needs to the public on.which 
we depend, We owe it to the public to 


Programs in the decade ahead 


ROSS 


be able to tell them what we are doing 
and what we want to do in a way that they 
can understand. We must have help in 
doing so. And again, it seems self-evident 
that in the long run our success in commu- 
nicating will have an important bearing on 
dealing with the personnel shortage prob- 
lem. y 

It is so easy to despair when we look at 
our prospects in the national picture as a 
whole. When one sees the striking im- 
balance between private and public ex- 
penditure, it appears that our economy is 
almost immutably chained to this imbal- 
ance, although I had best leave it to the 
economists to spell it out. We can even 
go down to our nearest supermarket these 
days and buy a power mower, an electric 
blanket, a hi-fi record, or what will you. 
But just try to get garbage collection im- 
proved, prod an official to do something 
about pruning rotten limbs on the trees 
that line our city streets, enlarge recrea- 
tion facilities for the children, reduce over- 
crowded classrooms, or get more personnel 
to provide decent treatment and care for 
the mentally ill, to cite another low pri- 
ority. 

It is this situation that made it possible 
for Dr. Jack Ewalt to point out to the 
Congress that the $100 million he asked 
for the National Institute of Mental Health 
last year was only one-sixth of the amount 
we spent on flower seeds and potted plants 
in 1957. It is, I repeat, easy to become 
discouraged. 

Another constructive approach has to do 
with getting our salaries raised. Actually 
we have done fairly well in the past decade 
in securing better compensation for our 
staff people, especially salaries for physi- 
cians. While we have not done as well 
by the other categories of personnel, some 
headway has been made. We must do 
better in the sixties if we are to hold on 
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to the personnel we now have, let alone 
acquire some more. The present wide 
disparity between the salaries of physi- 
cians and the other professions must be 

. reduced in some equitable way. Don’t 
misunderstand me. I am simply saying 
that the other professions are making less 
than they are entitled to, and it behooves 
all of us in general, and physicians in par- 
ticular, to take the lead in remedying the 
deficiency. s 

Again, however, it is easy to despair. 
Does anyone seriously think that raising 
the salary of psychologists, nurses, aides, 
or anyone else by say $500 a year, $1,000 
a year, or even $2,000 a year, is going to 
solve our problem? I doubt it. Tt will 
help. It is terribly important. But I think 
it will not solve our basic problem. We 
can only hope that before long our nation- 
wide concern about the problem will crys- 
tallize in the form of a most exhaustive 
study and an analysis of all aspects of the 
problem leading to an action program that 
will produce some concrete results for us 
before the end of the sixties. 

One thing—over which we have immedi- 
ate control and which involves in essence 
nothing more than good leadership in our 
State departments of mental health and 
in our hospitals and other facilities—is to 
develop in all of these installations an at- 
mosphere that is intellectually stimulating 
to the staff right across the board through 
all the various categories of personnel. 

Results of interviews held with psychia- 
trists, nurses, teachers, residents and other 
physicians working in various kinds of pub- 
lic and private settings indicate—when the 


4 Rettig, Solomon, Frank N. Jacobsen and Benjamin 
Pasamanick, “The Motivational Patterns of the 
Mental Health Profession,” Psychiatric Research 
Reports, #10 (Washington, D. C.: American Psy- 
chiatric Association). 
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interviewees were asked to rate eight fac- 
tors (intel tual stimulation, pay, pres- 
tige and status, regular work hours, secur- 
ity, freedom, respect of patients, type of 
patient worked with) determining their 
satisfaction with their jobs according to 
their importance and according to the de- 
gree that each factor was present where 
they worked—that “intellectual stimula- 
tion” seemed by far the most crucial basis 
for work satisfaction. Most of the inter- 
viewees rated it as being in less supply in 
their present jobs than the other satisfac- 
tions mentioned. When an interviewee 
indicated the supply of intellectual stimu- 
lation was about equal to his assessment 
of its importance as a factor, then work 
satisfaction was high. When the differ- 
ence was great, it was low. 

While the authors 4 make no pretension 
of definitiveness with regard to the study, 
it does suggest that we may be overlooking 
one productive approach to the personnel 
problem that is within our grasp and which 
need not involve great sums of money. We 
must liven up the intellectual climate of 
our offices and our wards. The means of 
doing this are far more costly of imagina- 
tion and leadership than of money. 

The ingredients of an intellectually 
stimulating atmosphere are, of course, var- 
ied and subtle. I cannot tell you how to 
do it. 

Just to throw out a few suggestions: I 
am constantly reminded that many of our 
physicians are foreign-trained and have 
great difficulty in communicating with our 
patients because of language difficulties. 
If this is so, why isn’t more effort made to 
teach them English? What’s wrong with 
getting university extension departments 
to offer courses to staff personnel? Are 
there not many aides who would be in- 
terested in earning the high school cer- 


` tificate that they passed up a few years 
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back? Is there not a group of miscellane- 
ous people in the hospital—an engineer 
here, a social worker there, perhaps even 
a housekeeper—who just might be inter- 
ested in a Great Books course, instruction 
in carpentry, or gardening, or Freudian 
theory? It does not greatly matter, I sug- 
gest, what the subject matter is so long as 
there is interest in it and so long as learn- 
ing is going on. 

And what about meetings, and the prob- 
lem and expense of getting people to them? 
Obviously only a very small percentage of 
mental hospital personnel is ever going to 
travel to an annual meeting of the Ameri- 
can Psychiatric Association or the annual 
APA Mental Hospital Institute. It is too 
costly. But why isn’t there more imagina- 
tion about holding smaller regional meet- 
ings to which people can travel in groups 
in their own cars without significant ex- 
pense? 

Why not charter a plane on a Dutch- 
treat basis to fly a group of staff people 
over to England to visit the British open 
hospitals, for example? Make seats on 
the plane available on a first come first 
served basis, regardless of professional 
Status, 

Has anybody ever thought of giving a 
staff member three months of leave with 
pay after he has sweated it out faithfully 
for 10 years? Is there anyone who can 
avoid becoming squeaky in the joints after 
10 years of routine? Are university people 
the only ones who can benefit from a sab- 
batical? Think of what it would mean to 
have a few months in which one could 
perhaps go back to school, take an ex- 
tended trip, putter around the house, lie 
on the beach, or what you will. Would 
ene not return to his job with enormously 
8teater zest to face another decade of hard 
work? 

Now and then an opportunity comes 
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along to confer some new and exciting 
challenge and responsibility on personnel, 
a responsibility that requires new learning, 
new habits, new psychological sets. A good 
example, I think, is the Remotivation Ther- 
apy Project which the American Psychiat- 
ric Association has sponsored in many hos- 
pitals throughout the country. I have been 
given to understand that on the whole the 
project has been well-received where it 
has been tried, and that it has been con- 
sidered of some benefit to the patients. 

But I wonder if it has not been even 
more important as a morale builder for 
the aides who have been called upon to be 
the leaders in this endeavor. Have they 
not been stimulated to levels of perform- 
ance that were not before expected’ of 
them? I am not sure, but I hope so. It 
seems to me that we must constantly search 
for new things for people to do, new skills 
for them to learn. In our status conscious 
culture there is altogether too much 
thought given to what others must not do. 
And, incidentally, while there is not space 
enough to dwell on it here, I should hope 
that by the end of another 10 years our 
psychiatric aide shall truly have arrived 
not as a new profession but as a highly re- 
spected, well-paid technical specialty equal 
in prestige and income at least to that of 
a highly skilled tradesman. 

One cannot help wonder about the effect 
of our administrative attitudes which all 
too often prohibit our realizing the full 
potentials of our colleague-employees. We 
must assume unlimited capacity for learn- 
ing, for performance, for improvement 
among all the people who work with us. 
If we assume it, and if we feel it, then we 
will act it. And if we are disappointed at 
the results in some cases, we shall be truly 
astonished at the productiveness that re- 
sults in others. Many a wallflower will 
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kind of leadership. We will do well to 
tear down at least a part of the iron cur- 
tains fabricated of university degrees and 
civil service regulations that so inhibit us 
from truly working together on the com- 
mon task. 


PSYCHIATRIC EDUCATION 


Certainly the burgeoning of community 
psychiatry and the changing role of the 
psychiatrist in this ferment augurs im- 
portant changes in the content and meth- 
odology of graduate training in psychiatry 
in the sixties. It is encouraging that our 
leaders are planning a major conference 
on the problem—patterned after the APA 
Cornell Conferences on Psychiatric Edu- 
cation held in the early fifties—which will 
be designed to evaluate the relative ade- 
quacy of all aspects of the training of a 
psychiatrist insofar as it does or does not 
prepare him to discharge his responsibili- 
ties: as a physician in the medical com- 
munity; as a psychiatrist in public serv- 
ices; as a research investigator; as a teacher; 
as a specialist consultant on psychiatric 
aspects of social problems. 

Because the Community Psychiatrist 
Model of 1960 has become quite a differ- 
ent fellow from the 1950 Model, new molds 
must be cast to turn out the latest model 
in quantity. Considerable effort must be 
spent in finding out just what roles psy- 
chiatrists are being asked to play in the 
community and how to modify curricula to 
prepare for them, for at the moment the 
picture of the modern community psychia- 
trist is a hazy one. 


s“Number, Distribution and Activities of Psychia- 
trists,” Fact Sheet Number 10 (Washington, D. C.: 
Joint Information Service of the American Psy- 
chiatric Association and the National Association 
for Mental Health, August, 1959). 
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Recently the APA-NAMH Joint Infor- 
mation Service analyzed biographical data 
of 874 members of APA as of 1957.5 Two- 
thirds of these said that they treated pri- 
vate patients, but of these only 13.5 per cent 
said they were engaged solely in private 
practice. Over half of all of them had 
some hospital affiliation, but only 16 per 
cent said this was all they did. One-third 
had academic appointments, but less than 
1 per cent said it was their only activity. 
Significantly, one-fourth were associated 
with outpatient clinics or social agencies 
but only 3 per cent of them exclusively so. 
All in all, 60 per cent of the sampling indi- 
cated more than one major professional 
activity, 35 per cent, two activities, and 
about 25 per cent, three or more major ac- 
tivities. 

Clearly, while the psychiatrist, like other 
physicians, spends a good deal of his time 
in hospital and clinic work and in private 
practice, it is his role as a specialist “‘con- 
sultant” on a broad range of social prob- 
lems that sets him off from the conven- 
tional medical pattern. A hint about this 
appears in a revealing study of exactly 
what graduates of one major psychiatric 
institute did after completing their train- 
ing. Two-thirds entered private practice, 
20 per cent did full-time teaching and/or 
research. Significantly, however, more 
than half of those in private practice were 
spending 1-5 hours a week in community 
mental health work. 

The investigators found it possible to 
list 19 different types of community men- 
tal health activities: consultative work with 
school systems, probation departments, 
courts, family service agencies, public wel- 
fare departments, residential homes for 
children and aged, prison systems, public 
health departments, rehabilitation agen- 
cies and private industry, teaching, out- 


patient clinics of various kinds, college 
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health programs, general physicians, non- 
psychiatric hospitals, and nonmedical ther- 
apists. 

Interestingly, 53.8 per cent said they 
were members of a local mental health as- 
sociation and nearly half of these held some 
office or served on some committee in the 
society. An astonishing 75 per cent of 
them said that they participated in such 
various kinds of public education activi- 
ties as addressing lay audiences and appear- 
ing on TV and radio programs. 

Thirty-eight per cent of those who 
trained at the institute between 1948 and 
1953 thought their preparation for com- 
munity service had been unsatisfactory, 
but of those who had trained between 
1953-58, only 18.5 per cent thought so. 
One-third of the group felt that the best 
preparation for community work was to 
provide some supervised field experience 
in doing consultation with agencies and 
individuals within the community. 
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In general the survey revealed that a 
large proportion of psychiatric residents 
need preparation for community mental 
health work, and it may be hoped that our 
training centers will devote more concen- 
trated attention to the problem in the years 
ahead. 

It is, I suspect, probably true that the 
modern community psychiatrist is at the 
moment more a product of the social pres- 
sures that have been thrust upon him 
fortuitously than he is a product of our 
present training curricula. The fortuitous 
proliferation of community psychiatry does 
contain within it the risk that the psy- 
chiatrist may lose his integrity and identity 
as a physician. If, however, the community 
psychiatrist of the future is given thorough 
preparation for that role in medical school 
and graduate training, the danger will be 
substantially reduced. 

These are but a sampling of the exciting 
vistas and challenges in the decade ahead. 
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BETTY V. BLASS, B.S. 


One step at a time 


“It’s hopeless; people just won't accept you 
after years of this,” predicted my friend, as 
she waited with me for my release. 

“This” was a mental hospital. 
going home at last. 

“Oh, don’t be too sure of that,” I an- 
swered. “People aren’t all against us. 
You'll see.” 

And it was true. I know it because I am 
making a fairly successful readjustment 
after being lost in the nightmare world of 
schizophrenia. It is a long, never-ending 
fight against the monstrous superhuman 
beings that plague me from time to time. 
But I am one of the lucky ones who wasn’t 
left forever to vegetate in some back ward 
of the state mental hospital. 


I was 


Ce 


Miss Blass is employed in the rehabilitation depart- 
ment of the University of Wisconsin Hospital in 
Madison. 


All of the names in this paper, with the exception 
of Miss Blass’, are fictitious. 
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I was rescued, and I am trying to help 
myself, now. Many times it just doesn't 
seem worthwhile. But the point is, I am 
making it. And perhaps by telling my own 
story I can help others to understand the 
enormous difficulties of communication 
with the so-called “real” or “outside” world. 
Of course what worked for me might not 
work for another person with the same 
trouble, since everyone is different. But 
few recovered or recovering schizophrenics 
clearly remember the stages of this process: 
I do remember and I’d like to tell others 
how it is being accomplished. 

Today schizophrenia is no longer con 
sidered hopeless. Some recover, some ia 
prove to varying degrees, and some don't. 
At least now no physician turns up his 
hands in futility at an early case of it any- 
more than he would an early case of canci 

The important thing is to recognize the 
symptoms and not be afraid to seek psychi- 
atric treatment early. These symptoms are 
numerous, but everyone should recognize a 


$ 
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few simple ones: loss of interest in other 
people and affairs, exaggerated daydream- 
ing, violent reactions to common frustra- 
tions, extreme silliness of conduct and a 
curious sense of unreality. Any of these 
symptoms may be the indication of such an 
illness developing, and recognition of them 
is not something to be ashamed of. It is 
only common sense to seek treatment just 
as promptly as if it were cancer or a broken 
leg. 

Mental hospitals have lost their former 
unsavory stigma. Improved conditions 
have occurred as the result of the mental 
hygiene movement, better training of psy- 
chiatrists, nurses, clinical psychologists, psy- 
chiatric social workers, and increased public 
regard. 

With me, schizophrenia was slowly and 
insidiously developed. I was a college grad- 
uate, trained for elementary school teach- 
ing. I did teach for several years, happily 
at first, then less and less so. After a few 
years I just couldn’t stand the strain. I 
loved small children, but I kept falling ill 
physically and felt myself slipping into a 
dream world. I stopped teaching and tried 
other kinds of work in many parts of the 
country. But it was no use; I couldn’t seem 
to make a go of anything. 

I'd even completed a -good secretarial 
training in a business school and had an 
excellent job. However a frightening gap 
was widening between me and other people, 
and I was falling into a vacuum devoid of 
all feeling. Bewildered, I thought seriously 
about what to do. 

In a daze, I went alone to a psychiatrist, 
who advised me to enter a state mental hos- 
pital. They gave me every sort of known 
treatment, running the gamut of insulin 
shock, electric shock, CO? treatments, and 
finally psychotherapy. Because my trouble 
was recognized late, I had to return to the 
hospital many times over a period of 10 
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wasted years. Then everything began to 
improve. 

It was like a play. The stage had to be 
set, the props placed, the actors told what 
to do. I was the leading actor without 
realizing it. 

The stage was my environment in the so- 
called “real” world. The hospital staff 
decided I could leave if I wouldn't live 
alone. Since I was in my thirties and un- 
married, this meant that mother had to 
move from her home in a small town to live 
with me in the city. Luckily, although no 
longer young, my mother was understand- 
ing and willing to make this change. 

“Never mind me, dear,” she said. "It 
will be better for both of us to live together 
instead of alone.” 

So when we found an apartment I left the 
hospital and we moved. It was a difficult 
task. I knew that we must take our time 
and not push ourselves. I-must keep close 
contact between my real self and the people 
who mattered. The stage was finally set. 

Next we arranged the actors and props of 
the stage. In order of their importance, 
these were: Dr. Saitham, my psychothera- 
pist; my mother; Mr. Holliway, my social 
worker; some steady half-day work; my tran- 
quilizing drugs; and lastly my own firm de- 
termination to live as happy a life as pos- 
sible. 

All this may sound easily managed; 
actually, nothing was easy. The people in- 
volved—being human—were subject to ups 
and downs, I considered myself lucky in- 
deed just to have these people, but it was 
not luck in the usual sense. I had to re- 
member to keep in touch with them, for if 
I forgot, I was apt to become a lost soul in 
a lost world, as I once was. (Even a diabetic 
will have serious trouble if he forgets to 
take his medicine or ignores the necessity 
for doing so.) 

- First is Dr. Saitham. He is a clinical psy- 
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chologist working in a tax-supported state 
clinic. His office is a very modest one; I 
“merely sit across from him during each in- 
‘terview. But psychotherapy once a week 

_ with him—we are now starting our fifth 
year—has done more for me than any other 
treatment. 

_To be honest, I don’t know just how he 
has helped me. Psychotherapy, as far as I 
know, is relatively unproved in worth for 
‘schizophrenics since it takes much longer 
than for mildly troubled persons. Also, 
schizophrenics usually lack insight, so they 

_ say. In spite of all this, I seem to be able 
to profit greatly by it. 

_ Sometimes I say to Dr. Saitham, “Why 
won't you tell me what you think that 
dream means?” or, “What do you want me 

to talk about?” 
` But he just smiles and answers, “How 
_ does it strike you? What are you thinking 
about?” 
_ Often it doesn’t strike me at all. I haven’t 

the faintest idea of the meaning, But I 
_know he wants me not to be influenced by 
his ideas—just to talk freely, to feel his 
friendly presence and to discover reasons 
and explanations for myself. Many times 
I’ve left his office angry with him—feeling 
I might just as well have been talking to 
myself in a blank room. Later, though, I 
see why it isn’t like being in a blank room. 

__ Even if I never discover how he is help- 
ing, I know he is always there, always in- 

__ terested in me as a person as well as a case. 
He is someone standing by, a symbol of 
steadiness in an unsteady world. At first I 
was afraid to talk. It took about a year for 
me to learn to trust him. But now I can 
speak freely without feeling endangered by 
rejection, no matter what I say. He is more 
real to me than anyone. His face is often 
impassive but he has an understanding 
heart. 

Next in importance is my mother. She 
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is truly remarkable, aside from the fa 
being my mother. I’m her only child; 
are alone in the world. She isn’t young 
she is very youthful in thoughts and 
tudes. We laugh and joke at little 
together; we both like cooking, music 
plays on TV. 
Naturally we have our occasional 
agreements, but I keep her young and 
keeps me on the “realistic” level merely | 
having so much common sense. I vis 
few friends my own age and my mother. 
courages this. She knows the dangers 
overprotection. True, I have lost the yı 
and possibilities of a husband, home, 
children of my own largely because of 
illness, but I am eternally grateful for 
mother, i 
Next is Mr. Holliway, my psychiatric 
cial worker. I had had social wor 
before, and to tell the truth, I had 
thought much of them as a class. But 
Holliway was different. He's part of 
newly-developed psychiatric “team” in 
total push toward recovery of a patie 
Here again I am lucky, for there aren't 
yet nearly enough good social workers to & 
around, 
Mr. Holliway is a man intensely de 
cated to his work and talented in the in 
vidualistic approach. When he started 
see me for an hour each week in my n 
home I was greatly surprised and deligh 
with his help. He, unlike Dr. Saitham, 
free to engage in a give-and-take type 
conversation about all sorts of difficult 
cial decisions I have to make. We talk 
over, calmly and objectively, my own id 
about combating the still prevalent rigid 
of employers in hiring former mental 
tients. 
“Don’t you think,” he asked me geni 
one day, “that it’s better to tell a future 
ployer about your illness in the first ini 
view?” 
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I shook my head. “No. I’ve been fired 
twice in the past just because my employer 
discovered I’d seen a psychiatrist, and I 
don’t think I’d ever get a good job that 
way.” 

He smiled and said employers have 
broader outlooks on the problem these days. 

I said, “Yes, I know. Some of them have. 
But you never know which ones they are 
until you get into the situation, And I 
don’t feel ready enough to take the risk. I 
don’t want anyone doubtful about me. I 
want to help remove the stigma, but I don’t 
want to do it at my expense any longer.” 

He understood and said it was up to me 
entirely. 

Other times we'd talk about social activ- 
ities. I’m not a social type—perhaps that 
is why I dislike the term “social recovery.” 
I get along best with a small group or with 
individuals. He made some suggestions but 
never pushed me. 

So my social activities are confined to 
going alone—or with a friend—to an occa- 
sional play or fine concert, and for two 
years, I have been enrolled in a very small 
class in creative writing. With me, a little 
is good, a lot is too much, and too much 
includes too many people at once, too many 

. activities in one day, too much excitement. 
Many of those things aren’t too much for 
many people, but they are to me. I see Mr. 
Holliway more infrequently now. I know 
it won’t be long before I won't see him at 
all. I'll miss him but will never forget how 
much he helped me. 

Next, there is my work. That was hard 
to find—work to keep me busy, work to 
help us financially, and most of all work 
that was interesting but not so difficult 
that it confused or tired me unduly. The 
main stumbling block in my search was the 

decision made by the doctors to have me 
work half-days only. If you've ever tried to 
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find steady office work on a half-day basis 
you'll know what I mean. 

I was careful not to jump at the chance 
of the first part-time job offered me. I 
looked and looked but it took a full year to 
find one. Finally one bright September day 
I found it: a secretarial position in the re- 
habilitation department of the university 
hospital. At first I didn’t tell them that I’d 
been (and still was, in a way) a mental pa- 
tient. I couldn’t bear being turned down, 
for it was just the kind of work I wanted. 
But after a while I found the director of my 
department so understanding that I told 
her. 

Her face lighted up. “Good! I'm glad 
you told me. We like your work and you 
and now you can finish your rehabilitation 
here.” 

I felt very pleased and fortunate to work 
for such a warmhearted person who was free 
from prejudice. And I still find it extremely 
interesting and challenging because I enjoy 
helping in all kinds of rehabilitation, even 
in my small way. There is little pressure 
and I accomplish much work there every 
morning. 

I consider the job just another of my 
lucky breaks, but Dr. Saitham says no, it is 
largely the result of my own careful efforts 
and patience in finding the right thing. 

Next were my tranquilizing pills. Much 
has been written against tranquilizers; those 
pills are the butt of constant jokes. And 
the claims against them are generally true 
for so-called “normal” people. A certain 
amount of healthy anxiety is needed in 
order to get things done. 

If everyone took pills in order to drift 
along easily in the face of every small crisis, 
this world would soon be in a worse state 
than it now is. But they were prescribed 
for me by the hospital doctors for an indefi- 
nite period. So I take them regularly and 
they keep me on an even keel, 


507 


I take a mild type of tranquilizer that 
produces no undesirable side effects such as 
sleepiness, but a large dosage of them daily 
to reduce tension. Also I take a drug that 
is supposed to be a “specific” against the hal- 

_ lucinations, or voices that periodically try 
to work against me. The cost is high but 
well worth every cent if they keep me living 
a satisfactory life outside the hospital. 

The last of the actors is myself. Dr. 
Saitham keeps insisting that it is I myself 
and my own great efforts that are the most 
important. I can’t agree with him. (One 
of the greatest satisfactions I find is this 
freedom to be able to disagree amiably with- 
out also feeling vaguely insecure about the 
whole thing—as if I’d somehow lose his 
respect and help if I didn’t agree.) I know 
that all the other supports would be useless 
if I didn’t have a great drive to help myself. 
But I can’t help thinking that all are de- 
pendent upon each other. 

It’s true that I still have short periods of 
setbacks, periods of temporary confusion 
when my two opposing worlds of reality 
converge into a sometimes dim, somtimes 
vivid dream life. During those times I 
feel lost. Everything looks unreal except 
‘the forms and shapes of what others call my 
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imagination. My thoughts go one way, my 
emotions go another way and my actions 
still another. There is no fusion. But 
these periods are getting shorter and per- 
haps someday they'll disappear altogether. 

I’m glad that, for me, this nightmare life, 
when it becomes dominant, is never pleas- 
ant. I hate it intensely, so I have something 
to fight against. To many schizophrenics 
it is a pleasant experience, free from all 
difficulties and responsibilities, and they 
tend to remain in it longer. But I want to 
avoid it. I know I must fight it with all I’ve 
got in order to survive. 

It is a marvelous thing to realize that re- 
covery is now possible for schizophrenics, 
even for so-called “hopeless chronic” cases 
like myself. I know I have to live on a 
lower emotional and physical level than 
many people. But I’m usually content, just 
as are many physically handicapped persons 
who've at last found acceptance by the 
world on their own merits. 

It's really true that “half a loaf is better 
than none”—no one knows this more than 
Ido. Nothing is hopeless unless the indi- 
vidual himself gives up trying. And noth- 
ing worthwhile is ever achieved without 
sacrificing many things. 


MILDRED W. BARKSDALE, Ep.D. 


Social problems of 


mentally retarded children 


It is generally agreed that mentally re- 
tarded children have more problems of 
personal and social adjustment than nor- 
mal children. In a discussion of adjust- 
ment problems of the mentally retarded, 
Sarason! states that “his perception and 
understanding of his environment and his 
handling of interpersonal relationships are 
aspects of functioning in which the re- 
tarded child differs from his normal peers.” 

The retarded child’s behavior is often 
the consequence of many frustrating ex- 
Periences he has had both at home and in 
school because he is regarded as a failure. 
Many of his personal and social problems 
arise from the extent to which he is mis- 
understood by others. 

Several investigators have reported that 
mentally retarded children are socially seg- 
Tegated in the regular grades of both tra- 
ditional and progressive school systems, 
ven though they are physically present.? 
In another study it was found that among 


children enrolled in special classes there 
were degrees of social acceptance; some of 
these pupils were highly accepted by their 
classmates and somewere not.’ It appears 
that the class placement of the mentally 
retarded child does not resolve the prob- 
lem of his popularity or lack of it, 

This article is concerned with three 


Dr. Barksdale is assistant professor of education at 
Atlanta University, Atlanta, Ga. 

1Sarason, Seymour, B., “Mentally Retarded and 
Mentally Deficient Children, Major Psychological 
Problems,” in Cruickshank, William M. et al., eds., 
Psychology of Exceptional Children and Youth 
(New York: Prentice-Hall, Inc., 1955), 454. 


2 Johnson, G. O. and S. A, Kirk, “Are Mentally 
Handicapped Children Segregated in Regular 
Grades?” Journal of Exceptional Children, 17(De- 
cember, 1950), 65-68. 

8 Turner, Mildred White, A Comparison of the So- 
cial Status of Mentally Retarded Children En- 
rolled in Special Classes. Indiana University, 1958. 
An unpublished Ed.D. dissertation. 
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questions which may enable teachers to 
help mentally retarded children develop 
social habits and attitudes which will con- 
tribute to more satisfactory personal and 
social adjustment: 


1. What kinds of behavior do popular 
mentally retarded children display? 

2. What is the social maturity status of 
mentally retarded children? 

8. How do mentally retarded children 
rate with their teachers? 


A sociometric test was given to 390 men- 
tally retarded children enrolled in special 
classes in elementary schools of North Caro- 
lina in order to determine their social 
status in their class. A total of 94 pupils 
received 15 or more choices on the test— 
these pupils are referred to as the popular 
group. There were 113 pupils who re- 
ceived three choices or less and constitute 
the unpopular group. When children 
made a choice they were asked to tell why 
they chose the child named. The most 
frequently mentioned reasons they gave for 
choosing members of the two groups are 
presented in table 1. 


TABLE 1 


Reasons pupils gave for choosing 
members of the two popularity groups 


Number of times 


mentioned 
Popular Un; lar 
Reason for choice fi pap 
1. Is nice and friendly 210 10 
2. We like to play together 200 10 
3. Doesn’t fight 160 P 
4, Is my best friend 150 12 
5. Isvery kind 140 +. 
6. Lives near me 113 40 
7. Knows how to play 102 
8. Helps me with my work 70 os 
9. We share things 60 8 
10. We like the same things 45 15 
11. Plays fair 40 ee 


12. Wegetalongallthetime 37 a 
Ss 
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The data in Table 1 show that being 
nice and friendly and compatible in 
play were the most frequently mentioned 
characteristics of pupils in the popular 
group. Nonfighting, friendship, kindness, 
and propinquity were other characteris- 
tics attributed to this group. Nearness in 
place of residence was the highest ranking 
reason given for choosing pupils in the 
unpopular group. ‘These findings sug- 
gested that teachers should carefully ob- 
serve children for signs of behavior which 
contribute to lack of popularity. After 
these signs of undesirable behavior are de- 
tected the teacher can judiciously provide 
Opportunities for unpopular children to 
develop more desirable social traits. 

The Vineland Social Maturity Scale so- 
cial quotients shown in Table 2 indicate 
the difference in social maturity for the 
two groups studied. The t-ratio for the 
difference between means was 2.78, which 
was significant at the 1 per cent level of 
confidence. This evidence of greater so- 
cial maturity among popular children sug- 
gested that pupils’ acceptance by peers 
could be increased by helping them to de- 
velop more of the behaviors and skills 
measured by the Vineland Social Maturity 
Scale. 

The teachers were asked to indicate their 
preferences for pupils enrolled in their 
classes. These data are reported in Table 
3. First choice meant that these pupils 
would be most preferred if teachers had 
an opportunity to choose pupils for their 
classes. Third choice meant that pupils 
would be least preferred if teachers could 
select class members. 

The chi square of 1.654 was not signifi- 
cant at the 5 per cent level of confidence. 
The difference found in teacher prefer- 
ences for having popular and unpopular 
pupils in class could have occurred by 
chance alone 80 times in 100. 


Mentally retarded children 


BARKSDALE 


TABLE 2 


Comparison of social quotients for popular and unpopular groups 


i ie) ere, 
NS ean ently sane iC ReMer group, 1i 


Social quotients Number er cent Number Percent 
95-99 7 Tb 5 4.4 
90-94 7 7.5 3 2.7 
85-89 8 8.6 8 7.2 
80-84 10 10.8 18 15.7 
75-79 23 24.7 25 22.1 
10-74 19 20.4 17 15.1 
65-69 9 9.7 16 14.0 
60-64 7 7.5 8 7.2 
55-59 i 5 4.4 

3.3 7.2 


2 
a 
s 
& 
= 
Bl a: 
m 
= 
| œ 


Standard deviation 10.50 | 11.00 kor 
t-ratio 2.78 i 
x a 


CONCLUSIONS 


l. Placement in special classes does not 
assure mentally retarded children of 
social acceptance among their class- 
mates, 

2. Some mentally retarded children need 
Specific help in developing behavior 
which will improve their social status 
among their: peers. 

3. Popular mentally retarded children had 
significantly higher social quotients 
than the unpopular children. 


4. There was no significant relationship 
between popularity of pupils and 
teacher preferences for having them in 
class. 


IMPLICATIONS 

Teachers can help pupils improve their 
mental health by attacking some of the 
problems affecting social and personal ad- 
justment. Acceptance by others is im- 
portant regardless of mental level. By 
careful study of behavior that causes lack 
of popularity teachers can help pupils 


TABLE 3 


Teacher preferences for popular and unpopular pupils 


Observed frequencies 


no am tI Ud ER AR NAD ah. 


Popularity group Ist choice 2nd choice 3rd choice Sum of rows 
Popular 59 22 13 94 
Unpopular 63 27 23 113 


Sum of columns 122 49 36 207 
Dies nin UT Ee Re a 
1 


xe of freedom 654 
80 


P y 
T a a E Mb 


eliminate these characteristics and develop 
more desirable social attributes. 
Although there were no indications in 
this study that the number of choices re- 
ceived on a sociometric test determined a 
pupil’s acceptance by his teacher, it would 
be wise for teachers not to become immune 
to the fact that a child may not be rating 
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too well with his peers just because they 
like the child. 

Good mental health is too important to 
be left to chance. It thus becomes neces- 
sary for the teacher to explore all possible 
sources of social and personal problems in 
order to effect the best adjustment for the 
child. 


RUBY A. PALMER, R.N., B.S., M.A. 


Some considerations of acting 


out behavior in nursing situations 


The acting out of patients on a psychiatric 
ward can be considered a behavioral mode 
of expression which is a substitute for ver- 
balization of unconscious motivating forces 
or repressed material of an individual’s 
psyche. 

These behavioral expressions often take 
Place outside the doctor-patient interview 
situation and are data which can become 
lost to the psychotherapist. The function 
of the psychiatric nurse in discerning and 
retrieving information in regard to behav- 
ioral transactions and interchanges in a 
ward setting has not been too clearly de- 
fined. This paper will focus primarily 
upon the observational and perceptual func- 
tions of the psychiatric nurse in providing 
information through the medium of feed- 
back, 

Acting out behavior can be conceptual- 
ized generally into two reference frames: 


one, a regressive defense and the other, a 
constructive defense or movement. That is 
to say, behavioral expressiveness may be 
stimulated by the unconscious desire or 
wish of a patient to recapitulate infantile 
or childhood experiences as a profound at- 
tempt to gain the security experienced in 
earlier situations. 

Or, the behavior may be an attempt to” 
resolve or master earlier conflicts through 
fantasy or distortion of the real-life situa- 
tion. Here, efforts are made to strengthen 
the ego by mastering the material world 
through utilizing self-protective devices de- 
signed to maintain and promote self-esteem. 

Often the case may be that the awareness 
of repressed material brought about by the 


Miss Palmer is an instructor in psychiatric nurs- 
ing, School of Nursing, University of California 
Medical Center, Los Angeles. 
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session with the therapist will remobilize 
anxieties and inner conflicts and cause the 
patient to retreat to former infantile pat- 
terns of behavior. The particular form this 
regression takes, the timing and the situa- 
tion related to its occurrence, can be data 
which the therapist may need to test out 
the validity of his interpretations. 

The behavior of the patient on the ward 
may be significantly related to the psycho- 
therapeutic process between the therapist 
and the patient. Much will depend upon 
the perceptual and observational skills of 
the nurse and on her communication of 
meaningful feedbacks to the therapist. To 
whatever end the acting out behavior is di- 
rected, it allows the patient’s problems and 
intrapsychic processes to become manifest 
and thus more amenable to cognition. 

The inability of the patient to communi- 
cate the nature of his difficulties directly to 
the therapist retards the progress of his 
treatment. However, material necessary 
for a better understanding of the psycho- 
dynamics of the patient is communicated 
indirectly or symbolically in interpersonal 
transactions with the nursing personnel. 
The intellectual operations employed by 
the nurse, together with her perception of 
what is occurring, can realize the value of 
the data she is observing and experiencing. 

Three characteristic situations will be 
‘selected from a ward setting in order to 
illustrate the application of this function 
of psychiatric nursing. 

First, the behavior of the newly admitted 
patient will be considered to demonstrate 
how the process of hospitalization itself can 
be assessed for its clinical significance. The 
reactions of the patient when first admit- 
ted—especially those regarding motivation 
for hospitalization—may be lost unless re- 
trieved and captured by the nurse for what 
they are. Later behavior can get contami- 
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nated or hidden with sophistication or de- 
fense against therapy. 

The reasons that people seek help or hos- 
pitalization need to be appraised. Fan- 
tasies, thoughts and feelings which pa- 
tients have about the hospital and the ex- 
pectations or fears they may have of the 
therapist can be reported skillfully by the 
nursing ’ staff. 

The actual entry into the hospital may 
be a symptom which is often discerned 
upon admission. It may represent a flight 
from responsibilities, under the blanket of 
illness. This kind of manipulation device 
gives the patient an opportunity to escape 
from intolerable situations to the haven of 
the hospital, where anxieties and pressures 
of reality are taken away. Observation of 
the patient’s first reactions upon hospitali- 
zation can sometimes reveal information 
relative to his motivation for entry. 

Some patients seek hospitalization as an 
end in itself, a forevermore sanctuary from 
the completely frustrating experience of 
life, from responsibility and from living 
with other people. Sickness can be re- 
warded through relief of overwhelming 
pressures and thus perpetuated. The 
pressures of these reality factors are often 
observable in the acting out behavior of 
newly admitted patients and family or 
friends who accompany them to the hos- 
pital. Clews can be picked up by the 
nurse who is sensitive to the situation. 

The following example of a newly admit- 
ted patient will illustrate the kind of ob- 
servations which the nurse can make that 
are helpful to the therapist: 

A young lady who had recently had her 
third child began to act in a rather bizarre 
way at home. She was unable to attend 
appropriately to her children or home re- 
sponsibilities and became progressively 
more withdrawn and apart from her suf- 


ee 
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roundings. Her husband, worried by her 


behavior, took her to a psychiatrist who, 


saw her on three occasions in his office and 
on her last visit recommended immediate 
hospitalization. 

Upon admission—accompanied by her 
husband—she was distant and remote in 
her verbal responses and appeared de- 
pressed in her physical and facial’ expres- 
sions. Her distraught husband readily 
explained to the nurse that his wife was 
unable to care for their children or the 
housekeeping necessities, that he feared 
she was neglecting the new baby and that 
she might even do the baby harm since 
she was acting so strangely. 

He was very anxious and blame of his 
wife, brought on by his fears, was evident 
in his tone of voice and mutual withdrawal 
from his wife. He was eager to get her into 
the ward and into the hands of the staff, and 
his relief from the responsibility of coping 
with his withdrawn wife was evident by his 
hurried exit and distant good-by to her 
on his departure from the ward. The 
patient began to cry after her husband left 
and expressed her resentment of the psy- 
chiatrist for causing her admission. She 
repeatedly murmured, “I don’t understand 
what it’s all about.” 

Later the therapist explained to the 
nursing personnel that he was able to uti- 
lize the observations made of the reactions 
and communication on admission between 
the husband and wife as a way of dealing 
concretely with the patient's feelings, She 
felt abandoned by her husband because of 
his attitude, and the psychiatrist was’ able 
to explore the psychological meanings un- 
derlying this fear of abandonment with 
her toward a gradual awareness of her 
transfer of childhood feelings about her 
Own father to her husband and her thera- 
Pist. The guilt she experienced because of 
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her inability to accept the responsibilities 
of a mother and a wife were traced to her 
feelings of inadequacy. 

The motivation toward illness as a so- 
lution for her problems was emphasized 
by the therapist as one of the significant 
aspects he considered in her subsequent 
therapy. 

The particular and pertinent observa- 
tions of the nursing staff during the ad- 
mission procedure were considered as 
highly contributory factors in helping to 
provide the therapist with some reality 
situations which he could utilize to work 
through in order to get at deeper under- 
lying conflicts. 

Contrasting this type of communication 
with some of the less informative routine 
types of observations recorded on charts il- 
lustrates the importance of communicating 
what is often observed but usually forgot- 
ten by the nursing personnel. 

Before acculturation by staff, other pa- 
tients or the hospital system, takes over, 
the therapist will benefit from early obser- 
vations of the patient’s acting out behavior. 
The patient is often the presenting part 
of a deep family conflict, and signs of this 
may be observed in initial behavior on ad- 
mission. The relief of stress through 
hospitalization can bring about reduction 
of symptoms which in turn will minimize 
the possibility of helping the patient work 
through the anxieties of the realities in his 
life situation. 

A second consideration to illustrate 
meaningful feedback is in the area of trans- 
ference. The phenomena of transference 
and counter transference are not restricted 
to the therapy hour. The acting out be- 
havior on the wards needs to be understood 
if transference manifestations are to be 
picked up and communicated for use in 
therapy. This behavior can be an indica- 
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tion of how the patient sees his therapist. 

An example of this can be observed in 
the depressive illnesses where the depend- 
ency factors are dynamically significant. 
The nursing personnel may be the only 
avenue by which indications may be sensed 
as to the impact on the patient of an im- 
pending discharge. 
| The loss of the hospital through dis- 
charge can represent a loss of the thera- 
pist. Fears of desertion may be reacti- 
vated and acted out in ward behavior. 
The therapist will want to take these trans- 
ference aspects up with the patient as a safe- 
guard against return of suicidal thoughts 
which often occur in the weeks following 
discharge and which sometimes terminate 
in the death of the patient by a successful 
suicidal act. 

In order to understand and correctly in- 
terpret distortions, the therapist may need 
the particular data of the transference 
which occurs outside his relationship with 
the patient in order to use it as an instru- 
ment in his therapy. Interpretations made 
by the therapist to the patient about his 
everyday behavior and relationships with 
others can be better understood when 
taken up within the context of his ward 
behavior. 

Other situations in which the subtleties 
of the transference and counter transfer- 
ence reactions may be perceived by the 
nursing personnel can be observed in the 
manipulative devices acted out by patients. 

The following excerpt from a ward 
event will serve as an example of this 
phenomenon: 

A very hostile young female patient ver- 
bally attacked the nurses for insisting that 
she get up and dress during the day. She 
accused them of not knowing how to appre- 
ciate her need to have privacy and in- 
formed them that she did not come to the 
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hospital to be ordered around by a group 
of nurses who “wouldn't understand.” Later 
in the day this patient would dress and 
attend patient groups where she made a 
very good social adjustment to the evening 
activities, : 

She conversed generously and amiably 
with the other patients and related particu- 
lar episodes which demonstrated how cold 
and disagreeable the nursing staff was to 
her. . The special skill with which she 
weaved ward events created anxiety be- 
tween the patients and personnel. Her 
hostility toward the therapist was well- 
known, too, and the free-floating blame— 
thinly veiled, staff against staff, patient 
against staff and staff against patient—be- 
gant to disrupt any concerted therapeutic 
attempts to deal with her behavior. 

Later in team conferences many facets of 
this manipulation were identified for their 
destructive effects, The anxiety surround- 
ing the patient's great need to deny her 
feelings of identity with her sex was con- 
verted into aggressive, hostile behavior 
against the female nurses. Her method of 
belittling and degrading them was a pro- 
jection of her own self-depreciatory feelings 
as a woman. Her own mother deserted 
her as an infant and she never knew her 
father’s identity. 

The resentment and anger she directed 
toward the therapist was seen as projected 
blame on this representative father figure. 
As the explanation underlying this wom: 
an’s behavior unfolded through discussion, 
the nurses began to identify and recognize 
their reciprocal hostile actions toward. the 
patient, actions which they had carefully 
concealed, even from themselves. She pro- 
voked defensive reactions by attacking 
their professional worth and identity. 

This process lessened their perception of 
transference manifestations wherein they 
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were seen as the illusory mother or as the 
projected inadequate female self. The 
further distortions of the transference- 
counter transference manifestations were 
studied through the detection of the snow- 
balling effect of blame which spread 
throughout the ward relationships. The 
focus of everyone blaming everyone else for 
the ward disruptions became apparent. 
Once the blind spots in the perception of 
what was occurring were worked through 
and the individual problems of identity 
were illuminated for the staff, a more thera- 
peutic approach was devised to deal with 
the acting out behavior of this patient. 
Subsequently, the content of the ward 
behavior was used as material for a thera- 
peutic tool in the doctor-patient therapy 
sessions, where beforehand it had been lost 
through distortion brought on by staff 


- anxiety. 


A third characteristic situation will fur- 
ther illustrate the contributing function of 
the nurse, as described in this paper: 

Many adolescent patients are provoca- 
tively rebellious toward living. This nega- 
tivistic or attention-getting device, which 
resembles the frustration of growing of 
very young children, creates ward mana- 
gerial problems for nursing personnel. 
This acting out can be stimulated by the 
youth’s attempt to handle the anxiety cre- 
ated by the intense feelings engendered in 
his close relationship with the therapist. 

As the possibility of his own personal 
worth or validity as a person in his own 
tight begins to emerge into awareness, the 
patient may re-experience early doubts and 
fears as to the wisdom of expressing his 
real self and feelings lest he be rejected 
again by a restrictive parent. Afraid to 
truly test this possibly benign yet poten- 
tially rejecting father figure, he will act out 
his insecurities on the ward either as a 
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testing device to see if he can really be 
accepted for himself or as an attention- 
getting mechanism to safeguard recogni- 
tion, however distorted or tenuous, for his 
own security. 

This re-establishment of childhood be- 
havior patterns, whatever the underlying 
purpose, does pose a management problem. 
Reaction and angry responses by the staff 
to uncontrolled infantile or childlike be- 
havior by a young man—who has demon- 
strated in other instances that he can act 
more maturely—sometimes results. Pun- 
ishment or rejection as a type of manage- 
ment can lead to guilty feelings or justify- 
ing explanations on the part of the nurse. 
Selective attention can occur and the be- 
havior fails to be observed for what it is 
and perceived as meaningful information 
for use in therapeutic sessions. Rather, it 
can be ignored as though unrelated to the 
patient’s psychotherapy or unreported be- 
cause it is painful to admit or even t 
recognize angry responses, 4 

The foregoing illustrations have been ex- 
plored not for the purpose of interpreting 
the patient's unconscious intrapsychic proc- 
esses but to demonstrate the potential of 
nursing personnel in handling their re- 
sponsibilities in the service of psychiatric 
patients. 

The unconscious motivation of the pa- 
tient causes him to act out feelings which 
he cannot relate directly. In order to help 
him become more consciously aware of the 
ineffectiveness or destructive-maintaining 
nature of his current interpersonal rela- 
tionships, the therapist can draw from the 
current patterns of his personal function- 
ing with others to help him discern mean- 
ingful connections between early child- 
hood experiences and present modes of be- 
havior, t 

This paper has focused on only one as- 
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pect of the function of the psychiatric 
nurse. These perceptual and observa- 
tional skills are related to other skills 
which the nurse utilizes in the care of the 
psychiatric patient, and they are an in- 
tegral part of her over-all functioning. A 
new dimension of critical inquiry into the 


1 The writer is indebted to Dr. T. S. Main of Lon- 
don, England, for pointing up the need for develop- 
ing this particular aspect of nursing care. 
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basic observational skills is certainly not a 
new innovation but one that needs to be 
developed.t 
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Social therapy through 


hospital ward discussions 


Considerable attention has been given in 
recent years to the therapeutic significance 
of the emotional climate on the ward. For 
the patient in a hospital, the ward becomes 
his home. Providing patients the oppor- 
tunity to deal with their problems through 
hospital ward discussions appealed to two 
social workers and the chief psychiatrist in 
a general hospital as one way of minimizing 
some of the distressing influences which 
tend to retard recovery. 

Sparked by conversations with Dr. T. P. 
Rees,1 who expressed great enthusiasm for 
the value of ward discussions at Warling- 
ham Park Hospital in Croydon, England, 
We attempted to find descriptions of similar 
uses of ward discussions in general hos- 
Pitals, 

A search of the social work literature 
and personal inquiries of social workers 
Tevealed very little on the use of the group 


method in the general hospital. We stud- 
ied what we could find on the general sub- 
ject of the group approach to define a 
group method consistent with our training 
and experience. A list of these references 
is included at the conclusion of this paper. 

On November 22, 1954, two social case- 
workers initiated group discussions for 
patients on eight wards in a general hospital 
providing medical and surgical treatment 
for the acutely ill. In this hospital, a ward 
consisted of about 50 beds, some of which 
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were located in small rooms near the nurses’ 
station. As the patients progressed, they 
were moved into a large wing which ac- 
commodated about 30 beds. During this 
period, there were approximately 280 pa- 
tients in the hospital on any given day. 

_ The number of patients participating in 
the group discussions averaged from eight 
to twelve, with a range of attendance from 
two to thirty. About half of each group 
consisted of new patients. 
< The group discussions begun in Novem- 
ber continued at weekly intervals until 
June. We trust that the following account 
of this six-month experience will be useful 
to others who may be considering a similar 
approach. 


PURPOSE OF WARD DISCUSSIONS 


The purpose of initiating group discussions 
on the wards was to provide an opportunity 
for patients to yentilate their feelings and 
to help each other in dealing with immedi- 
ate stress situations which might retard re- 
covery. For psychiatry, this technique 
extended an opportunity for furthering the 
therapeutic climate which hopefully would 
prevent or minimize abnormal emotional 
disturbances. For social work, the discus- 
sions provided the means to assist patients 
in dealing with some worries at their onset, 
‘thereby making better use of the limited 
time available by social work staff for social 
"casework, 

_ Discussions between the psychiatrist and 
key members of the hospital staff laid the 
groundwork for the experiment. Some ob- 
jections arose. One was the fact that the 
groups might hamper the doctor-patient 
relationship. Some felt that the doctor 
alone should handle all the patient’s prob- 
lems. Others felt that such discussions 
would degenerate into “gripe sessions,” 
thereby interfering with the routine care of 
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the patient. Some of the young and inex- 
perienced staff members were fearful. The 
majority remained to be convinced. 

On the positive side, many welcomed 
such techniques, hoping they would allevi- 
ate intragroup tensions. Some felt that this 
would encourage patients to solve many of 
their own problems merely by taking this 
opportunity to raise questions which could 
be answered within the group itself. Others 
felt that this technique would indicate the 
emotional pulse of their respective wards in 
response to the impact of the hospital on 
the patient. The nurses, in particular, felt 
that they might learn more about the pa- 
tients’ needs in areas other than purely 
physical care. 

Some anticipated that the experiment 
would result in bringing all the hospital 
staff on the ward closer together in the com- 
bined effort to help the patient get well. 

Although the caseworkers had felt un- 
easy in undertaking the group discussions 
without training in social group work, they 
were very much relieved that the groups 
carried themselves. The fear that the pa- 
tients would be indifferent or that the 
group discussions would get out of hand 
were groundless. 


INITIATING THE WARD DISCUSSONS 


The ward discussions were begun on all 
wards during the same week with the view 
to exerting the maximal influence on the 
emotional climate of the total hospital. 

On the morning preceding the first dis- 
cussion, each social worker invited the pa- 
tients on her ward to attend the group. 
This invitation was informal, merely in- 
forming the patient that a discussion 
group was going to be held on his, ward 
every week at 3:00 P.M., so that patients 
might get better-acquainted with each 
other and bring up whatever they cared 
to talk about. 


an 


One head nurse suggested that patients 
who brought up personal worries during 
the nurse’s early morning ward rounds 
could be reminded about the ward discus- 
sion group with the social worker in the 
afternoon. Some patients were skeptical. 
One said he didn’t like to go to meetings; 
he could take his gripes to the union meet- 
ings. Another patient, a merchant seaman 
who had been at sea for 20 years, said he 
didn’t like to talk and was less interested 
in hearing others talk. 

It was observed that frequently after vis- 
iting hours there was a natural tendency 
among patients to assemble in small groups 
to play cards or to compare reactions to 
events of the day. On the first day this 
natural group became the nucleus of the 
ward discussion. The group assembled 
around the bed patients. The social worker 
opened the discussion by introducing her- 
self and stating the purpose of the group 
session. There was a natural tendency 
among the patients to share feelings and 
experiences, 

The group served as a means for the 
social worker to observe the behavior of 
the patients in the group and for the pa- 
tients to observe each other. As the leader, 
the social worker set few limits in the dis- 
cussion. This provided the opportunity 
to observe the withdrawn patient or the 
hostile managing patient. Discussion cen- 
tered on the patient and his relation to his 


. €nvironment—on the ward, the hospital, 


his boss, a compensation board, his family 
or his future, Some patients gave each 
other support. For example, older patients 
Prepared younger ones for an operation. 
Worries patients brought with them were 
of major concern. 

_ At first, some patients competed in mak- 
Ing complaints about hospital routines, at- 
titudes of staff members, Congress, and 
finally about each other, Some complained 
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about the food. For example, one patient 
complained that his doctor had put him on 
a diet which he interpreted as a form of 
punishment. Others complained about be- 
ing awakened at 6:00 a.m., when they were 
hot served breakfast until 8:00 a.m. After 
reading about a hospital fire, some felt 
that the hospital should have fire escapes, 

Many persons expressed anxiety about 
the ambulatory stage of their illnesses, fol- 
lowing surgery. Difficulties with routines 
were felt much more by the recuperating 
patients who were not ill enough to remain 
in bed but too sick to leave the hospital. 
The group served to point up the need for 
further explanation of some hospital pro- 
cedures. For example, a few patients stated 
they would like nurses to explain, briefly, 
whatever papers they asked patients to 
sign. They were willing to sign the papers 
but complained that the nurse was too 
busy to allow patients to take the time to 
read them. 

Patients identified procedures which 
could be improved. Some expressed a need 
for more frequent visits by the clergy and 
for more extensive use of the patients’ 
library facilities in the evenings and on 
weekends. The most prevalent need ex- 
pressed by all patients’ was for a more 
extensive recreational program which 
would include movies, social hours, organ- 
ized games and organized physical exer- 
cises. Some were interested in taking cor- 
respondence courses, Stating the com- 
plaint lessened its severity. 

Many of the discussions centered on the 
doctor-patient relationship. Some patients 
felt that the doctors were too busy to see 
them. Others felt a close relationship with 
their doctors. One patient commented, 
“The doctors here tell patients more about 
their illness than any place I’ve been. 
They are very understanding.” Some felt 
that they would be more comfortable if 
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they had an opportunity in the group dis- 
cussion to talk about medical and non- 
medical aspects of their illnesses with their 
ward physician. They seemed to want 
more explanation. 

Complaints lessened as the series of 
ward discussions progressed. Just as each 
group meeting frequently began with an 
expression of dissatisfaction and progressed 
toward a sense of well-being through ex- 
change of opinions, this process was a mini- 
ature of the six-month series of discussions. 
Complaints were balanced by praise. Nurs- 
ing care was consistently praised and some 
patients volunteered to assist the nurses 
in saving steps. 

Patients frequently raised the question, 
“What is social work?” There was great 
concern about the delays in recovery. There 
were questions about the relation between 
the length of hospitalization and the sever- 
ity of the illness. For example, one patient 
who had no symptoms complained that he 
had been in the hospital for seven weeks. 
Others reassured him he had no grounds 
for complaint if his stay now would mini- 
mize the likelihood of a preventable disease. 

Many financial problems were brought 
up by patients who were worried about 
their wives and children. The relationship 
of disease to social stress and family crises 
was frequently brought up. Some were 
unable to return to their jobs. Others had 
to change many lifetime habits in adjust- 
ing to a chronic illness, such as tuberculosis, 
diabetes, heart condition or alcoholism. 
Whenever any of these questions arising out 
of the group discussions were not easily 
answered, appointments were made for in- 
dividual interviews. 

By dealing with emergencies as they 
arose, there was a marked decrease in the 
number of emergency referrals from physi- 
cians when they discharged their patients. 
The social workers felt that group discus- 


522 


sions had been a source of discovering pa- 
tients in need of casework therapy early 
enough to deal with many troubles early in 
process of recovery. 

An interesting observation made as the 
meetings progressed was that both the pa- 
tients and the social workers used the group 
to meet their own unconscious needs. One 
of the social workers, formerly a school 
teacher, used the group as a question and 
answer session. The other social worker 
used the group in a crusade for recruits 
for the vocational rehabilitation counselor. 
Collaboration with the chief psychiatrist 
provided insight and direction for the so- 
cial workers in achieving goals. 


COLLABORATION WITH CHIEF 
PSYCHIATRIST 


Preparation for the ward discussions began 
during the regular weekly conferences be- 
tween social workers and chief psychiatrist 
about two and one-half months before the 
first group meeting. For several years one 
of the social workers had been interviewing 
tuberculosis patients in groups. 

A popular series of mental health film 
discussions attended by medical staff, wives, 
ward personnel and a few patients, at the 
invitation of the Social Work Department, 
had been concluded at the beginning of 
the summer. ‘Review of these experiments 
in improving social climate among staff and 
patients led to mutual agreement to initiate 
ward discussions. 

Summaries of the ward discussions were 
dictated by the social workers immediately 
following the sessions and typed by a volun- 
teer. The goal in recording the summaries 
was to capture the group interchange and 
tones of emotional response as well as reac- 
tions of social workers. Occasionally a 
verbatim report of a patient’s remarks 
uniquely portrayed the emotional response 
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of the group. No notes were taken during 
the sessions. 

These brief summaries were used as 
guides in analyzing the social worker's use 
of herself in the group during weekly con- 
ferences with the chief psychiatrist. The 
necessity for maintaining a permissive and 
uncritical attitude on the part of the social 
worker was emphasized. There was also 
some exploration and examination of the 
social worker's concept of her role and her 
feelings in this type of relationship to group 
members. Considerable attention was given 
to ways of dealing effectively with the tend- 
ency for the group discussion to take on the 
tone of a mere “gripe” session or an aca- 
demic question and answer period. 

One social worker was surprised to ob- 
serve that patients participating in her four 
wards during the first week seemed very 
gentle. They were protective of her. She 
reasoned that patients were hesitant to ex- 
pose themselves to the group. Further ex- 
ploration of this hesitancy in discussions 
with the psychiatrist revealed that the 
worker had difficulty in releasing her con- 
trol of the group. 

Discussions with the psychiatrist revealed 
the tremendous significance of the ward 
life to each patient. Each ward represented 
a unique community for each patient living 
on that ward. Just as there is variation 
In emotional tenor from community to 
community, there was a similar variation 
in emotional climate from ward to ward, 
which in turn had its significant effect on 
the feelings of the patient. 

It was felt that the curiosity and inter- 
€st among staff members on each ward in 
the group discussion had a beneficial effect 
on that ward. The social workers became 
members of the ward community, and pa- 
tients felt increasingly free to bring up any 
‘roubles within hospital or personal life 
hampering their recovery in any way- 
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ILLUSTRATIONS OF 
WARD DISCUSSIONS 
December 3, 1954 

When worker walked down the length of the 
ward stating that there was to be a discussion 
group, a patient stopped her to say he wanted to 
talk with her about these groups. He had heard 
that they were being held on various wards and he 
did not think there was any need for these group 
discussions. “The first thing you know they will 
be just like the union meetings. Some fellows,” 
he said, “are just waiting for a chance like this to 
start beefing. Anybody who finds fault with this 
hospital does not deserve to be here.” 


Discussion i 

There were five patients in this group. One 
was a bed patient. One young man said that he 
would soon be discharged and was very happy 
about it because he had been here four weeks. He 
said that everything had been more than satis- 
factory, but that “as soon as you are able to get 
around you like to leave the hospital.” All of the 
patients in the group agreed with one another that 
things could not be better. One of these patients 
said, “You have to remember that this hospital is 
badly understaffed and if you have to wait for 
something, it isn’t the fault of the people who 
are working on the ward. It just isn’t possible to 
take care of everything when there are not enough 
people.” 

There was some discussion of consultants and 
why they take so long to see patients. One patient 
said that he has to have a myelogram and has 
been waiting for Dr. X for four weeks. Nothing 
can be done until Dr. X sees him, While he has 
been waiting, he developed an infected finger and 
now has to stay in bed. He explained that he 
was not the only patient who has been waiting 
since there are seyeral others in the ward who are 
also waiting to be seen by Dr. X (an extremely 
busy surgeon who finally examined patient and 
recommended surgery). 

These patients were especially interested in hear- 
ing of the services of the Division of Vocational Re- 
habilitation. One patient described the\ Alcoholic 
Anonymous groups (which were held on Monday 
and Thursday evening within the hospital) ex- 
plaining that although he was not an alcoholic, 
he attended the meetings because he liked the 
philosophy and could use it. He felt that since 
there are so many people who need help with 
drinking problems that it is good to know where 
they can get help if they want to stop drinking. 
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Another patient told how the AA had helped him, 
_ At the end of the discussion, one patient said 
that he thought it would save the worker a lot of 
time if these discussion groups were held in a 
large room so that patients from several wards 
would come. He felt that the ward personnel 
‘should go around to announce the meeting. He 
felt that these discussions help a patient to learn 
more about the hospital and the services available. 


i February 24, 1955 
. There were six patients in this group; two were 
bed patients. 


Discussion 

This was a very lively discussion. The patients 
stalked of the various injuries that seamen incurred 
on board ship or in industry. 
~ One patient had filed his claim with a compensa- 
tion board and had been advised to come to this 
hospital, but had heard nothing else. He wondered 
how and when it would be decided if he had a just 
claim. The patient had a great deal of feeling 
about this, since he had been incapacitated for a 
long time. 

One of the seamen said that he thought persons 
on shore must lead very dull lives by working on 
jobs having very little variety—always being 
ashore and coming home every night. Another 
patient said that he thought that this was pretty 
nice. He spoke of the advantages of such a life, 
of the fact that a job is not dull; it is what you 
make it. And the coming home every night is not 
dull, as that too is what you make it. There was 
some talk of the value of family relationships, and 
one of the seamen felt that being married to a 
woman who could influence your life was a great 
hazard. 

April 15, 1955 

Seven bed patients and four ambulatory patients 
joined in the discussion. Two patients had been 
present in previous sessions. 


Discussion 

The first patient opened the discussion with the 
question, “Why don’t the nurses like me?” Another 
patient explained that the first patient had just 
come back from an operation and the doctors had 
complained to the nurses that they fed him tomato 
juice. Patient, however, denied this. No one 
could explain the situation, but apparently the 
patient was rather pleased that he had caused a 
commotion. Other patients pointed out that this 
man who felt persecuted seemed to be a favorite 
with the nurses. 
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Discussion then centered on the services of the 
Division of Vocational Rehabilitation. Several 
patients appeared interested. 

One man then brought up the fact that he did 
not like to have the television on as it was always 
too loud. Although the television was at the other 
end of the ward, he pointed out that even during 
the discussion it was on quite loud and no one was 
listening. He compared this hospital with another 
hospital where the television is located in an audi- 
torium and anyone can go to listen; it does not 
disturb the patients who are ill. 

Another wondered if it were ever possible for all 
of the patients to get together. He brought this 
up several times and pointed out that in other 
hospitals it is possible for all of the patients to get 
together. 

A group member asked how a man over fifty 
years of age could get a job. This brought up con- 
siderable discussion, Another patient stated that 
his company had promised him a job for the rest 
of his life because of the many risks he had taken 
during the war. 

One patient wondered why he had to take so 
much castor oil. He added that his meals do not 
do him any good as he was losing about two 
pounds every day. There was a great deal of 
active discussion, which the patients seemed to 
enjoy thoroughly, and the group did not break up 
when the social worker left. 


OBSERVATIONS 


From the beginning of the group discus: 
sions, an attempt was made to determine 
objective criteria which might be used to 
evaluate the effectiveness of the group 
method in improving the therapeutic cli- 
mate on the wards. Certain observations 
might be noteworthy: 

1. Could regular attendance be used as 
an indication of the patients’ need and de- 
sire to participate in the discussion 
groups? Attendance varied from two pa- 
tients to thirty. At times, less than 50 per 
cent of the beds on the ward were occupied 
at the hour of the group meeting. Some 
of the group members occasionally had to 
leave before the end of the sessions to get 
medication or treatment. Attendance, 
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then, did not seem to be suitable as a cri- 
terion to measure the interest in or effec- 
tiveness of the group method, but it was 
gratifying to see the increasing number of 
returnees. 

2. Might the size of the group be any 
indication of the value of the technique in 
influencing patients as well as ward cli- 
mate? Patients who participated in small 
groups of three or four appeared to benefit 
as much as those who participated. in 
larger groups. Even two or three patients 
would often bring up problems which con- 
cerned the entire ward. A small number 
of patients could effect some change. 
Change could result, therefore, regardless 
of the number of patients participating. 

3. Would the statements patients made 
at the end of each session give some degree 
of measurement of results? At the end of 
almost every session, several patients €x- 
pressed appreciation for the opportunity to 
bring up subjects that had been previously 
unresolved. One patient summed up his 
impression of the discussions, “It makes 
you feel the hospital is interested in doing 
more than passing out pills.” 

4. What were the reactions of the staff 
nurses and ward physicians? Several head 
Nurses observed that the patients were 
less demanding, less irritable, and less ap- 
prehensive. Although some of them at- 
tributed this to the weather, and others to 
the fact that apparently there was a more 
mature group of patients being admitted to 
the hospital, others felt that the change in 
attitudes of patients was a direct result of 
the group discussions. 

On several occasions, the head nurse went 
to the extent of rounding up the patients 
and joined them in the discussions as she 
felt that the discussion groups were an 
important part of the. total treatment, 


{> especially among the tumor patients who 
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remained in the hospital for many months. 

From time to time, some of the ward 
physicians, examining new patients within 
earshot of the group, commented that they 
were surprised that the patients would par- 
ticipate as enthusiastically as they did. 
Some of the doctors felt that consideration 
should be given to any suggestions that 
patients made to improve their hospitaliza- 
tion. One physician wondered about the 
possibility of using the method himself 
in the outpatient clinic. 

Comments among the physicians fre- 
quently heard were, “It’s a useful experi- 
ment.” “Emotions are contagious, and 
when patients can get a few worries off 
their chests, they are more amenable to 
medical care.” “It saves the doctor a lot of ` 
time as he is too busy with other responsi- 
bilities to listen enough to patients’ trou- 
bles.” “More attention should be paid to 
interpersonal relations.” “Many things 
about my patient came to my attention 
which otherwise might have gone unno- 
ticed.” 

5. What was the effect of the group dis- 
cussions on the caseload in Social Service? 
Approximately 80 patients per week were 
reached in the ward discussions. There 
was a decrease in the number of “minor 
service cases” referred to social workers 
during this period. Many patients seeking 
answers to some of their day to day prob- 
lems were able to raise these questions in 
the group. 

The discussions stimulated questions from 
others in the group early in their hospitali- 
zation. Patients were assisted with many 
social difficulties immediately and by the 
end of the six months there were few 
emergency referrals at the time of dis- 
charge. More time was available, there- 
fore, for intensive casework service. i 

The ward discussions enabled patients 
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to take more responsibility themselves in 
their own physical, social, and emotional 
recovery. Moreover, some patients, sty- 
mied by fears and worries resulting from 
illness, asked to see the social worker 
alone following the group discussion. 
These patients might not have been re- 
ferred to a social worker or might have 
been referred so late that worry about their 
home troubles, for example, might have 
stood in the way of a needed operation. 

6. What was the effect of the discussion 
group on the psychiatric services? By talk- 
ing out fears in anticipation of changes in 
behavior or habits following surgery or 
medication, the discussions provided a 
means whereby patients were able to as- 
sist each other in recovery. 

For some there was diminution in the 
degree of apprehension regarding the na- 
ture’of psychiatric services. These patients 
made better use of their psychiatric referral 
than they had in the past. Some initiated 
the referral themselves. 

7. The hospital administrator saw value 
in the group discussions as an administra- 
tive tool in getting information about the 
general attitudes of patients toward their 
total medical treatment. 

The groups, for example, can serve as a 
substitute in revealing attitudes and infor- 
mation which many doctors believe may be 
obtained only through the medium of per- 
sonal experience as a patient. The adminis- 
trator pointed out further that complaints 
of some patients may be a reaction to some 
of the problems of interpersonal relations 
among staff members. 

There was general agreement that the 
experiment in the use of group discussions 
did significantly enhance the therapeutic 
climate of the wards. Although we were 
unable to graph the results of our experi- 
ment on a chart, the insights we gained 
into the possibilities of the social work con- 
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tribution to therapy of patients in the gen- 
eral hospital were gratifying. 

The many evidences of successful results 
lead us to support enthusiastically Dr. 
Rees’ statement on the value of ward dis- 
cussions and we hope that our experience 
will encourage further experiment in the 
same direction. By coming out of their 
offices into the hospital community, social 
workers can focus their knowledge and 
skills on a useful vehicle to promote social 
interchange among patients and staff. 
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The effect of family 


Americans are truly on the move! The 
U.S. Department of Commerce and Bureau 


Drs, Switzer, Hirschberg and Forman are all asso- 
ciated with The Menninger Clinic, Topeka, Kan. 
Dr, Switzer is director and Dr. Hirschberg, training 
director, of the Children’s Service and Dr. Forman 
is a staff psychiatrist. Mrs. Myers is director of the 
Mental Hygiene Division of the Kansas State Board 
of Health, Topeka; Miss Gray is executive director 
of the Wyandotte County Guidance Center, Kansas 
City, Kan., and Dr. Evers is head of the Department 
of Education, Washburn: University, Topeka. 


This paper is condensed from Report on the Effects 
of Family Moves on the Mental Health of Children 
prepared by a Subcommittee on the Mental Health 
of Children for the Health Fact-Finding Commit- 
tee of the Governor’s Steering Committee on White 
House Conference Planning, Topeka, Kan. 


The report was presented in October, 1959. Photo- 
copies can be obtained from the Children’s Service 
of the Menninger Clinic in Topeka. 
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moves on children 


of Census (1) reports that one person in 
five, over one year old, changed his resi- 
dence between April 1, 1956, and April 1, 
1957. A more recent report by the National 
Education Association (6) indicates that 40 . 
million Americans move every year and 
that an average of one family out of every 
four changes homes every year. 

Findings from several studies (2, 6, 10) 
about moving show that: farm families are 
the most stable; movement is toward the 
West; school-age children move somewhat 
less frequently than children in the one-to- 
four age group; young families (in their 
twenties and early thirties) move more often 
and farther than others. 

Migrant labor is a negligible factor. 
There seems to be a definite caste system 
emerging (Levittown cited as an example) 
(10). Family attitudes toward moving are 
definitely changing. Young families are 
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“geared” to moving and move more often 
than others. When moving occurs, it is 
toward urbanization of the family. 

Family moves can significantly distort ex- 
isting family adjustments. Therefore, the 
potential for ill effects on children, inherent 
in every family move, can result in more 
than transient emotional difficulties, Learn- 
ing to predict and prevent such emotional 
difficulties will enable parents and other 
adults to help children successfully handle 
the serious problems that can come with 
mobility 

Gordon and Gordon (4) found that the 
incidence of emotional disorders of child- 
hood parallels mobility. Such a comparison 
is not to condemn family moves, nor to say 
that all family moves are to some degree 
permanently destructive. However, such a 
comparison indicates that each child suf- 
fers, at least temporarily, an impairment 
of capacity to cope with his life situation 
and to make interpersonal contact. This 
decreased capacity, plus feelings of aban- 
donment, loss, helplessness, isolation and 
fear of the unknown, may become more 
than temporary if the child is already anx- 
ious about his relationships with his par- 
ents, or if he interprets the move as an indi- 
Cation of family dysfunction, instability and 
Possible disintegration, or if he cannot on 
his own, or with the help of his parents re- 
gain his former degree of capacity to cope 
and to make effective interpersonal con- 
tacts, 

If the latter does not take place, the 
child’s sense of helplessness can increase, 
and his capacity to handle his feelings on 
a realistic level can decrease. The trauma 
of the move may become more diffuse and 
intangible and the child’s efforts at resolu- 
tion may become more repetitive, ineffec- 
tive and inappropriate. 

The potential effect of family mobility 
On a child covers two areas, each of which 


has special characteristics and is best un- 
derstood in relationship to the other. Both 
must be understood separately and in their 
interactions, The child himself, his bio- 
logical and psychological forces, his basic 
physical and intellectual endowment, his 
behavior patterns and ego mechanisms 
which emerge in the development of his 
individual identity must be considered, as 
must also the environment and its social 
forces which influence the child as the ma- 
turation process takes places, 

Several examples could be given of patho- 
logical responses which were precipitated 
by family moves. If parents could maintain 
or recapture the flexibility of the secure 
child, there would be fewer children whose 
maladjustment could be related to being 
uprooted from their former happy home 
and having to adjust to a new home and 
community. One thoughtful seven-year-old 
boy seemed to be preparing himself for 
the inevitability of change as he expressed 
his recognition of his parents’ unhappiness 
since they had moved from a distant city. 
He confided to the therapist, with some 
impatience, that when he was as old as 
Daddy, the world would be as different 
for him to get used to as it was now dif- 
ferent for Daddy from when he was a little 
boy. 

Children of today may be able to accept 
change with greater equanimity than their , 
parents, With the rapid advances in meth- 
ods and speed of travel, in means of com- 
munication, time and space have new 
meanings which cause children to be world 
and space oriented. Parents whose means 
of livelihood has not traditionally involved 
transfer of residence remain neighborhood 
or community oriented. Unlike their chil- 
dren, they anticipate only the negative from 
a radical: change of environment, yet they 
are forced by trends of the times to make 
such changes. Adjustment demands from 
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moving may add the degree of stress to life 
which is more than the parent can cope 
with successfully, and emotionally he be- 
comes a less readily available parent to the 
child. The child suffers from the loss of 
the parent in the move, not from the move 
itself. 

Parents of an eight-year-old boy sought 
help at a clinic because he had become so 
aggressive that he was almost unmanage- 
able. In addition to being one of a gang 
which had broken several windows, he 
fought with peers, had frequent crying 
spells, and begged to move back to a town 
on the East Coast where they had always 
lived until a year previously. 

The parents blamed themselves for hav- 
ing decided to move, even though the trans- 
fer meant a promotion for father. In time 
they saw that the boy was begging for a re- 
turn to the old family relationships, not the 
old home town. Unconsciously, the mother 
was displacing onto the boy much of her 
resentment against the father for having 
decided on the move, for his long work 
hours in his more responsible position, and 
for his almost complete dedication to his 
work. 

The father was preoccupied at home and 
resented the mother’s apparent determina- 
tion to remain aloof from forming new 
friendships, and her persistent recalling of 
the happy times in their former home 
town, where they had secure social posi- 
tions. The tension between the parents was 
a new and disturbing element for the child. 
His temporary psychological abandonment 
was frightening, and he made all the mo- 
tions at his command to call attention to 
his need. 

Under similar circumstances other par- 
ents attempt to solve their adjustment to 
new surroundings in ways that hamper 
parent-child relationships and hence the 

maturing process of the child. Some moth- 
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ers, feeling isolated, turn to one child for 
companionship and absorb him to the ex- 
tent of excluding his peers, on the basis 
that he prefers her to the undesirable chil- 
dren in the new community. When the time 
comes that the school or others express con- 
cern about the child’s adjustment, the par- 
ents wish to change the child, and the 
mother then even finds his dependency on 
her burdensome. 

Other parents feel socially inferior to 
the residents of the “better” neighborhood 
where the family has moved because of the 
father’s bettered financial status. Unable to 
identify themselves with the new group, 
they continue to feel rejection where it 
does not exist, warning their children to 
be similarly distrustful. 

If a child identifies himself with such 
parents, his adjustment may become suf- 
ficiently neurotic to interfere with healthy 
development. He parrots his parents in 
talking of the unfriendly, unkind people in 
the new neighborhood and obtains uncom- 
fortable satisfaction from meeting his par- 
ents’ expectations of being unable to in- 
tegrate himself either in the neighborhood 
or the new school. 


In the past 10 years, an increasing num: , 


ber of such family situations have come to 
the attention of child guidance clinics. It is 
more important than ever before that the 
clinicians evaluate the sociological and 
cultural factors in the family history that 
may contribute to the family problem. 
Once the dynamics have been clearly de- 
scribed, help for both parents as well as 
the child is indicated, and this calls for 
much staff time. 

When there are long waiting lists, the 
child often can be best served by taking the 
parents into therapy, even though the child 
must wait. His response to the change in 
parents’ attitudes, as they begin to under- 
stand the relationships, can be quite post- 
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tive. Other children in the family, even 
though not suffering to the extent of mak- 
ing themselves painful to live with, will 
benefit from improved family relationships. 

Community clinics usually are faced with 
decisions as to the most valuable use of 
staff time in meeting service requests that 
far outnumber the possibility of serving. 
Help made available immediately to the 
family reacting adversely to relocation prob- 
lems may be one of the most valuable uses 
of time in preventing the development of 
more serious problems. 

In addition to dwelling on symptom for- 
mation and psychopathology in relation to 
both the external stress and conflicts which 
may already be internalized, we should also 
think about the sources of strength which 
enable children to tolerate family moves 
without lasting difficulty. The child’s re- 
action to the sense of loss, abandonment, 
helplessness and fear of the unknown is 
the heart of the matter. 

If a person were suddenly and within a 
split second transported by some unknown 
power to a native village in the heart of 
Africa where no outsider had ever been, it 
would doubtless be a shattering experi- 
ence, no matter how mature and emotion- 
ally healthy the person might be. The expe- 
tience might be somewhat less devastating 
if the individual were forced to go to the 
native village alone, but had time to make 
Preparation in advance of the trip. Sup- 
pose then that our individual, who had 
some interest in and motivation toward 
Visiting the same African village, had time 
to make extensive plans and also had the 
Support and company on his expedition of 
individuals who were much more wise and 
experienced than he in such endeavors. 
His anxieties about the trip would still be 
Present, but they might function more as 
Protection than as shattering or disruptive 
influences. In any of these examples, the 


less emotionally healthy the individual, the 
more vulnerable he would be to the stresses 
involved. f 
In the first example above, the visitor to 
Africa would have been overwhelmed be- 
cause of surprise and of complete lack of 
capacity to cope with the magnitude of the 
situation. The severe emotional responses 
related to family moves which certain chil- 
dren evidence may be compared to the first 
example if we bear in mind that a child at 
any point in his growth and development 
is more vulnerable than a mature and 
healthy adult, no matter how successfully 
the child has adjusted himself and emo- 
tionally matured up to any given point. 
A twelve-year-old girl returned to this country 
with her parents after having been for six years 
in a foreign country where she went to an excel- 
lent American school which had a high teacher- 
pupil ratio. Although she had previously been 
an excellent student and had made a good ad- 
jutsment, when she and her family moved to 
a large suburban housing area and she began at- 
tending a large, overpopulated school, she im- 
mediately began to have serious academic prob- 
lems as well as other difficulties with the abrupt 
shift in living situations. When the mother re- 
acted strongly to the child’s school and other 
adjustment difficulties as well as to the child’s 
sudden puberty, the child became infantile and 
mute and had to be tube-fed. She had become 
overwhelmed by the major environmental shift 
and by her feeling of abandonment. 


Many children participate in family 
moves in a way comparable to the second 
visitor to Africa: that is, they are told about 
the move in advance, but without an op- 
portunity to feel participation and with a 
feeling of being forced. The only advantage 
that such a child has is time to work 
through some of his feelings in advance of 
the move. However, both his adjustment 
after the move and the working through 
of feelings prior to the move are unlikely 
if he has to do it alone and on his own. 

It has been noted that one of the major 
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influences in preventing a child’s untoward 
reactions to a family move is a carry-over 
of positive motivations about the move 
from the parents to the child, along with 
ample time and active support from the 
parents relative to the particular vulnera- 
bility of the child’s age and level of emo- 
tional growth (8). A child afforded this kind 
of support compares with the third visitor 
in the example above. 

We have not yet considered the positive 
forces that help to fortify a child against 
the anxiety inherent in family moves, forces 
which, if recognized and understood, might 
‘be utilized actively to help a child cope with 
that anxiety more efficiently and more 
rapidly. 

The child’s core problem is his relative 
feeling of loss, of helplessness, and of fear 
of the unknown in the move. However, 
there are certain positive, extrafamily in- 
fluences which under optimum circum- 
stances can aid the child in coping with 
moving. 

Such circumstances would be represented 
by a child born into an atmosphere of ac- 
ceptance, affection and approval to parents 
who are personally secure in a stable com- 
munity in which also reside both sets of 
grandparents of the child, as well as nu- 
merous aunts, uncles and cousins, The 
father works near home at a job that he 
likes, does well and from which he gets ade- 
quate and satisfactory financial remunera- 
tion in comparison to his peers. The child 
grows physically and emotionally in an at- 
mosphere of accepting expectant anticipa- 
tion which recognizes and respects him as 
an individual (9). 

He moves through his infancy a happy 
and contented individual, participating ac- 
tively in the natural problems of any de- 
cisions regarding nursing, addition of solid 
food, sleep pattern, talking, walking, wean- 

ing. and bladder and bowel control. 
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Through the sensitivity of his parents and 
his own desire for gratification, and later 
through his desire for continued approyal, 
each step that he takes on the develop- 
mental ladder strengthens him internally 
and externally by earning for him parental 
love and approval. 

Each step that he takes strengthens the 
parents by increasing their security as in- 
dividuals and as parents. They are strength- 
ened externally by respect from the com- 
munity and increased approval from the 
larger family. As the child successfully and 
happily moves through later infancy and 
preschool years with the attendant evolu- 
tion of great skill development and parallel 
play and participant play, then the mem- 
bers of the larger family group and the 
neighborhood become more familiar, more 
accepted and more depended upon for ac 
ceptance and support and are used as figures 
for emulation and identification along with 
his parents. 

The child moves from a secure accept- 
ance of himself as an individual to a secure 
acceptance of himself as a male or female 
individual and embarks within the family 
triangle on the attempt to usurp the love 
and attention of the parent of the opposite 
sex from the parent of the same sex, a coup 
which will end in partial but comfortable 
surrender, by virtue of repression and iden- 
tification with the parent of the same sex 

The circle of the child’s physical world 
imperceptibly increases, at first with the 
security and support coming only from the 
parents and then participated in by indivi- 
duals outside the immediate family. Later, 
much support comes from individuals out 
side the immediate family, with parental 
sanction, but without their immediate phys- 
ical presence. The earliest step in a child's 
expanding world must be on the occasion 
of the first visitor who comes to see him 
when he arrives home from the hospital 
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and can only be perceived by him, perhaps, 
as something that is reflected to him by his 
mother out of her pride of motherhood. 

Then follow excursions into the world of 
time, space and distance and involvement 
gradually becomes more complex and the 
child becomes more dependent for security 
and success on interacting with individuals 
outside his immediate family through his 
increasing capacities to cope independently 
with new situations and to relate effectively, 
to give and take, to love and be loved. The 
process starts with visits of family friends 
in the home and for a long time consists of 
tote visits and armchair and toddlers’ visits 
outside the home to friends and relatives, 
including other children, but almost always 
in the company of the parents. 

Then comes a myriad of other extra- 
family contacts, all of which carry a posi- 
tive potential in terms of the child’s security 
and emotional growth: babysitters, being 
kept for a few hours by a neighbor lady or 
relative, family trips, playing in the front 
yard beside or with the child next door 
(under a watchful eye), birthday parties at 
another child’s house, with mother along, 
Sunday school, staying overnight with rela- 
tives, having friends in to play, playing 
outside in a prescribed area, nursery school, 
being taken to a movie, having skill de- 
velopment taught by someone outside the 
family, preschool or kindergarten, partici- 
pating in activities with relatives, and many 
others, 

By kindergarten or first grade this process 
of increasing world and capacity may be far 
enough along that the child has freedom of 
the immediate community and knows all 
- the inhabitants of his immediate world by 
name. He may actually know some of them 
much better than do his parents. 

As the child’s dependence on immediate 
availability of parental support decreases 
and his capacity for relative independence 


increases, he turns to play activity with his 
peers, but this does not detract from the 
significance of adult figures outside the 
home who have already emerged as impor- 
tant in the child’s emotional economy. 
With the beginning of school the child be- 
gins to function independently of direct 
contact with his parents—although it is with 
their permission—and the work imposed, 
assigned or.requested by the teacher, is done 
to please the parents as well as the teacher. 

During the grade school years children 
absorb and learn how-to utilize factual in- 
formation. Those who participate in this 
intellectual experience with a child must 
be very important parts of his life situa- 
tion. Teachers and peers are probably also 
important to a child in helping him to 
maintain the relative repression of sexuality 
during the grade school years, since the 
repression contributes to the availability of 
the great stores of energy necessary for the 
intellectual job at hand. The strictly girl 
or boy group-play activities, and the self- 
structured mixed group activities which 
children of grade school age can allow them- 
selves, is a function of, as well as in defense 
of, the repression, as are also the strong at- 
tachments often seen between two boys or 
two girls in this age range. 

In addition to school teachers, peers and 
relatives, there are many other‘individuals 
outside the grade school child’s immediate 
family who may be of great positive influ- 
ence on his later capacity to handle the 
anxiety of such a major environmental 
stress as a family move. These are school 
principals, preachers, Sunday school teach- 
ers, significant relatives, coaches, Brownie, 
Cub Scout and Scout leaders, policemen, 
firemen, Y.M.C.A. and Y.W.C.A. activity 
leaders, playground directors, special skill 
teachers, doctors, dentists, distant hero 
figures, etc. 

Are there unstated, but significant, prej- 
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udices held by school personnel toward 
_mobile children and families? Discerning 
observers of schools affected by sudden and 
dramatic shifts of population—such as those 
near an expanding air force base or near 
an industrial development employing peo- 
ple from outside the community, or even 
‘the school in a city area which has had a 
long history of stability but which suddenly 
is inundated by a new class of residents, or 
finally, almost any school in an urban com- 
munity—have had no difficulty in identi- 
fying the existence of some prejudicial at- 
titudes. 

Administrators, boards of education, 
teachers, and sometimes even students, on 
occasion, reveal hostility toward these new 
children. Perhaps some of these tensions 
evolve from the deep seated regrets of in- 
dividual and group because friends have 
suddenly moved away. Signs of this prej- 
udice may even be overt: open resistance 
to the implications of the necessary changes; 
reluctance to believe that the entering child 
could possibly be as good as the child who 
has left; reluctance to believe that the new 
student could have had the proper educa- 
tional background in his previous school; 
excessive demands and skepticism for rec- 
ords from prior schools; a basic, and often 
openly expressed, belief that while varied 
experience may have some value, it remains 
necessarily disastrous to proper educational 
progress; unwillingness or inability to ex- 
plain in meaningful detail to either parent 
or child the mores and the rules of the new 
school; expressed doubt that needed texts 
and supplies can be obtained or thinly 
disguised disdain for previous texts and 
procedures; and a real reluctance to over- 
burden further a school budget already 
stripped to a substandard level. 

It has often been the dream of many ad- 
ministrators, and many teachers too, to have 
a low teacher-student ratio, but even more 
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important to have that ratio in perfect 
ance among every grade and among 
teacher. Mobile enrollment further 
moves the possibility of the achievement 
that dream. For the group which he co 
ceives should have been an enduring e 
the teacher sees his well-developed pi 
upset and he tends to increase the gro 
hostility toward the new child or childr 
by suggesting that what could and woul 
have been done together now becomes im- 
possible. 

School personnel, of course, realize | 
danger involved in such attitudes when se 
analysis is sufficiently clear as to enab 
recognition, but recognition of error do 
not always prevent the commission of error, 
nor is such recognition often inclusi 
enough. This is particularly true when ~ 
hostility arises from the destruction of a 
firmly held and thoroughly believed co 
ception. j 

The high school age child meets ma 
interrelated external as well as interni 
problems and conflicts, the resolution 
which involves many individuals in ad 
tion to his parents, He must deepen, refi 
and increase his understanding of and 
pacity to utilize a vast amount of int 
lectual material at the same time that | 
must struggle toward a decision regardi 
his desired position in life so that the cour 
of subjects which he takes can point in th 
direction. 

He struggles with his desire for indepe' 
ence and recognition and often, in an al 
tempt to attain them, turns to his p! 
for support, repudiating and ignoring 
support, guidance, and superior judgme’ 
of parents, parent substitutes and authori 
He must also struggle with the emergen 
of adult physical sexuality and the futul 
problem of choice of a marital partner. 
structure for solving these problems 0 
provide the support and interest of and 
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understanding and controls by the parents 
and other significant adult figures. But 
within the area of developing heterosex- 
uality, much of the resolution takes place 
outside of the positive influence of these 
figures and within the members of the peer 
group who impinge on each other as they 
participate in group activities. Parents and 
parent figures who take the supporting 
roles are of unquestioned importance to 
these children, but from the standpoint of 
the child, his perception of himself and 
his position with the group may be of even 
greater significance, 

Childhood is a fluid process, with shift- 
ing vulnerabilities in terms of emotional 
growth, emotional needs and capacity to 
utilize interpersonal interaction in a way 
to promote mental health. The personality 
structure of the child and the quality and 
the amount of parent-child interaction are 
important factors in determining how a 
child can cope with threats which are in- 
herent in a family move. Preventive action 
May increase a child’s strengths and de- 
crease the chance for permanent negative’ 
response to a move. In addition to the fac- 
tors just mentioned, from quite early in the 
child’s life there are emotional health-pro- 
moting factors impinging on him from out- 
side the immediate family. 

Parents approaching a family move 
should be particularly aware of the relative 
degree of emotional maturity and stability 
in their child. They should be aware of the 
characteristic ways with which the child 
attempts to cope with mounting anxiety, 
as well as the expressions of regression 
Which may signal a need for increased un- 
derstanding and support. The parents 
should look carefully at their relationship 
With the child and search for ways to make 
the move which will not be destructive to 
that relationship but which will make the 


parent more available to the child prior to 
and following the move. 

The child should not learn about the 
projected move from anyone other than the 
parents and, except for the yery young 
child, the parents should present the de- 
cision to the child in an honest and straight- 
forward manner. The child should know 
about the planned move as far in advance 
as possible, in order that he may work 
through as many of his concerns, resistances, 
misconceptions, and incorrect understand- 
ing as possible by participating in family 
dicussion, planning about the move, and 
feeling free to bring up questions and com- 
ments about the move. 

Obviously this sort of support should be 
afforded the child after the move. In con- 
nection with the need-fulfilling and emo- 
tional growth-promoting forces which im- 
pinge on a child through relationships from 
outside the immediate family, parents about 
to move should understand the needs of the 
child for external support and the sources 
of those positive forces at the moment. The 
parents should actively consider how these 
positive forces can be replaced adequately 
and quickly following the move, and how 
at least some of them can be carried for- 
ward from the old life situation during the 
adjustment in the new, 

This rough guide to the important areas 
of concern and possible preventive inter- 
ventions relative to family moves may help 
parents contemplating family moves and 
those whom such parents may consult for 
advice and understanding. 
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LAWRENCE M. SEIVER, M.B.A. 


A layman leads a Great Books group 


in a mental hospital 


INTRODUCTION 2 


Two years ago at the Institute of the Pennsylvania 
Hospital we decided to start a discussion group that 
would appeal to the higher level of intellect that 
many of our patients possess, particularly the young 
schizophrenics. We contacted the Great Books 
Foundation in the Philadelphia area for help in 

' forming such a group. They were extremely co- 
Operative, and we started as an experiment with a 
group of hand-picked patients, a resident psychia- 
trist, a social worker, an occupational therapist 
and a staff doctor, all as participants in the dis- 
cussion group. The leader was the regional co- 
ordinator of Great Books. The readings we used 
Were also chosen as experimental material in that 
the selections included poetry, drama, an essay, an 
historical document, etc., in an effort to find which 
type of literature evoked more response from the 
Patients. In this area, drama (Macbeth) proved the 
Most popular, since the patients, in preparation for 
the discussion, got together of their own accord and 
Tead the play aloud, each one taking a part. 

After this first effort, we discussed with the staff 
and the patients whether we should train a staff 
member as leader or ask for a volunteer layman 
Who had no knowledge of the patients’ illnesses or 
any connection with psychiatry. It was decided to 


try the latter, and we were fortunate in finding a 
young business executive who was willing to lead 
the group. A psychiatrist and a social worker met 
with the group both as observers and participants, 
The second-year readings were used. 7 

At the end of the year the leader wrote down his 
impressions of the group and how he managed the 
various problems that arose. 


At the first Great Books discussion group 
I conducted at the Institute of the Penn- 
sylvania Hospital, I learned that, based on 
my observation of their behavior during 
the discussion, I could not always accurately 
distinguish the patients from the staff. 


Mr. Seiver is vice president of the Automobile 
Banking Corporation in Philadelphia. He has had 
many years of experience leading Great Books dis- 
cussion groups and volunteered his services to the 
Institute of Pennsylvania Hospital. 


1 This section was written by Miss S. Sue Robinson, 
social worker, at the Institute of the Pennsylvania 
Hospital. 

537 


After this I based my own behavior as dis- 
cussion leader on the assumption that I was 
leading a normal Great Books groups, and 
this plan seems to have worked out fairly 
well. 

Most Great Books groups exhibit a pre- 
dictable pattern of behavior according to 
the length of their participation as mem- 
bers of such a group. Because few people 
have ever participated in an adult, rational, 
regulated (as opposed to unregulated “bull 

session” or aimless) discussion, a beginning 
i group will depend greatly on the leader. 

Ideally, a leader's job is to get the dis- 

cussion started and then keep it on the sub- 

» ject of the book being discussed. The aim 
is to promote an examination by the group 
of what the author has said, his method of 
saying it, and the significance of his ideas 
for us today. The leader asks the question; 
he directs the discussion but does not dom- 
inate it. There is no “material to be cov- 
ered” in each session. It is not a class and 
there are no examinations. 

During the initial sessions of any group 
the leader will expend a great deal of effort 
in “teaching” the group how to discuss 
along these lines. Most people are shy and 
must be encouraged to speak out. It takes 
time before one will talk without being 
called upon. The next development is to 
encourage the group to challenge each 
other and thereby keep the discussion mov- 
ing without pushing by the leader. Of 
course, even from the start there will be a 
few eager talkers who will try to answer all 
the questions and talk all the time. The 
leader must simply squelch these few until 
the group itself is able to do so. 

I have described the development of a 
typical Great Books group because I have 
found that the group or groups at the In- 
stitute have reacted in many ways like other 
groups with which I have had experience. 
At the start I was faced with an almost 
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inert group which required constant ques: 
tions and prodding to provoke any talk 
all. There was no cross talk, that is 
cussion, among the members. Every 
had to pass through the leader. As in 
viduals there were a few who responded 
easily and naturally to questions, some 
responded .reluctantly, and some wher re 
sponded not at all. of 

I can remember being disconcerted by 
unblinking stare of one woman who mer 
shrugged off any question addressed to 
On the other hand I was surprised w] 
another equally immobile woman who 
hands folded, staring at the floor, w 
pectedly volunteered a comment which 
quite appropriate. At the opposite extre 
was at least one compulsive talker who hi 
to be stopped regularly. On the who 
however, the first session turned out 
well as I hoped it would. Afterwards, i 
was quite tired, a result of both my Oj 
uncertainty of what was going to happ 
and the constant effort needed to k 
things going. Unfortunately, this first 
sion was the first reading of the seco 
year, Ecclesiastes, which is not intent 
for a brand-new group. Although it is i 
long, it is both poetic and highly emotional: 
These two factors in a reading tend o 
hibit discussion in any group. 

I realized soon that the group wou 
have the same people return often enou 
to develop the kind of discussion of wh 
a physically and emotionally stable gro 
might be capable. I was always losing 
best participants, that is, the more “well 
patients. A few patients, however, ret 
often enough to be considered “regula 
Like any other group, some sessions 
better than others, a result of either 
reading or the mood of the group. 
last was possibly a manifestation of the f 
of individuals present at the parti a 
session, although some of the participant 
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who came more or less regularly did not 
always react in the same way. 

One young lady of high intelligence was, 
from the start, one of the more willing par- 
ticipants. She expressed herself well and 
obviously had not only a good educational 
background but also had done the read- 
ing. After a while I realized that she always 
avoided making positive statements. At 
first she would turn my questions into 
questions-in-return, and when later on she 
would answer another person’s statement, 
it was always to contradict. Using con- 
siderable skill, she would make an interest- 
ing comment, at the end of which there 
would be a questioning phrase. This would 
have the effect of avoiding a positive asser- 
tion for the whole statement. With the 
questioning ending went a quizzical look; 
she would raise one eyebrow and half-smile. 
I joked with her about this habit, telling 
her that she would make a good leader. I 
became accustomed to her manner to such 
an extent that I was quite surprised several 
months later when I found her making a 
genuine affirmative statement. 

The regularly attending nonparticipant 
who might make three or four irrelevant 
outbursts which were designed either to 
shock or amuse was a phenomenon to 
which I became accustomed. I found it 
best to ignore him and continue immedi- 
ately with a question for another person. 
Having learned that these people could 
benefit by attending even without partici- 
pating, I made. no special effort to draw 
them into the discussion. One young man 
of this type never missed a meeting, never 
varied his behavior, and was at all times 
convinced that I was just another doctor. 

The most striking change involved a 
young man whose behavior was at first not 
only nonco-operative but a deliberate at- 
tempt to embarrass me. At the first session 
he attended, he spent most of the time 
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whispering to a young lady seated beside 
him. He spoke out only three or four times 
and each time it was an abrupt, irrelevant 
statement apparently designed to shock 
everyone by its impropriety. Each time I 
made no comment of my own but continued 
as if nothing had happened. This appeared 
to have some effect, because the last com- 
ment was fairly relevant and made me feel 
that he was quite able to participate. I was 
later told that he had been listening to the 
entire discussion carefully and was able 
to remember a great deal of what had taken 
place. 

The “regulars” who actively participated 
became the backbone of the group. With 
their help we developed several sessions of 
real group discussion. By this I mean that 
the discussion moved along freely without 
too much prodding from the leader and 
with a good deal of “cross talk.” The edu- 
cational background and general level of 
intelligence of many of the patients were 
on a very high level. When they were in- 
spired to discuss intelligently, the result 
was an excellent discussion. 

Because of their obvious ability, several 
of the patients were of considerable per- 
sonal interest to me, but I made no special 
effort to find out about their problems. 
Inevitably in talking with members of the 
staff I learned something about many of 
the patients. What I learned, however, 
seemed to have little relationship to the 
patients’ behavior or comments during the 
discussions. One young man interested me 
particularly because of his tremendous eru- 
dition and enthusiasm. He could discuss 
the finer points of Plato’s ideas with brilli- 
ance and yet with a modesty that was 
charming. It was incredible to me that he 
was completely unable to live a normal life 
outside of the hospital. j 

The usual Great Books group is in part 
social, but our meetings had practically 
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none of the usual social aspects. We usually 
met in a large lounge-like room in which 
I tried to have everyone sit in a circle. 
Many would, on entering, try to hide in a 
corner, but I could usually get them into 
the circle with the others, I would begin 
talking and questioning about the book as 
soon as possible with the first arrivals and 
continue without interruption as the other 
patients arrived. Many Great Books ses- 
sions are two hours with a five or ten- 
minute intermission. I followed this pro- 
cedure at first until I realized that some 
of the patients, frequently the most active 
participants, would leave during the inter- 
mission and not return. They either found 
the discussion a strain or they may have 
been unwilling to engage in the mostly so- 
cial activity which took place during the in- 
termission. When I eliminated the break 
entirely, no one objected and no one who 
was actively participating would leave. 
When we did have some social activity 
after the discussion, I noticed a marked 
„change in some of the patients, Although 
during. the session they may have been 
relaxed and responsive, at its end they 
would get up and with perfectly “straight 
face,” looking neither to right nor left, 
they would march out of the room. 
| It was not easy to predict which books 
would produce the best discussions. Al- 
though I did not expect it, Rousseau’s 
Origin of Inequality produced one of the 
smoother running sessions. Several things 
contributed: the book itself seemed to be 
more stimulating of good discussion than 
some of the others; the group on that par- 
ticular evening was composed mostly of 
regulars; and by this session we had met 
many times previously. The mood was re- 
laxed. The group seemed very willing to 
participate and also willing to listen and 
respond to each member. This condition 
was most apparent when one of the patients 
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made a sort of “intellectual” joke appro- 
priate to the discussion. Almost everyone 
laughed or made a sign of understanding, 
Later when I was trying to determine why 
this session was so successful, I realized it 
was that this incident showed the group to 
be acting as a group, with group action and 
reaction. 

I had some concern that the subject of 
insanity might cause some embarrassment 
and put a strain on the discussion. This 
might arise in discussing Hamlet when the 
question is asked whether Hamlet was 
possibly insane or merely acting that way. 
The patients seemed completely unself-con- 
scious about the subject in general. In fact 
one patient made a joking reference to his 
own situation as a patient in a mental hos- 
pital, and most of the others laughed as 
they would at a pleasant family joke. 

There were very few occasions when the 
behavior of a patient was what might be 
called “unexpected.” Normal people have 
trouble enough expressing themselves 
clearly so that at times, although each word 
may be understood, the meaning itself is 
incomprehensible. We did have occasions 
when the comments did not fit the pattern 
of the discussion. Sometimes a patient 
would get tangled in the complexity of an 
involved sentence structure. I would never 
cross-examine the patient on such an oc 
casion but would go on to someone else. 
Once I was disconcerted by a middle-aged 
male patient who began to cry in the mid- 
dle of each beginning sentence. He never 
completed his thought and apologized pro- 
fusely. Later in the same evening he was 


able to express himself quite well without 


having to stop. 

I was told that many of the patients who 
were willing to talk during our discussions 
were almost completely uncommunicative 
and unsocial at other times. At the Ham- 
let discussion a young woman made her 
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only appearance of the year but spoke 
pleasantly and freely, and at my request 
answered questions asked by others of the 
group. Her obvious interest and knowl- 
edge of the reading made her an assest to 
the group. I did notice that after this dis- 
cussion was over, while some of the others 
remained to talk with me and among 
themselves for a few minutes, she walked 
out immediately with no words or glances 
for anyone. When she did not return for 
later discussions I asked about her and 
found out that she was an alcoholic who 
was completely unsocial and uncommuni- 
cative. Narcotic addicts and alcoholics 
usually made excellent participants, since 
they were apparently able to use their nor- 
mal intellectual ability when not under 
the influence of drugs or alcohol. Although 
willing talkers, they were not otherwise 
the most affable of patients. 

One major problem is getting the pa- 
tients to read and finish the readings. I 
found that very few patients ever finished 
very long (100 pages or more) selections 
even if they were “easy reading,” such as 
Gulliver's Travels. I avoided “hard-read- 
ing” selections with one important excep- 
tion. If the reading was suitable for dis- 
cussion of short passages we would read 


' a paragraph at a time and then discuss it. 


This worked well with Aristotle, where 
this is the best manner for discussion un- 
der any circumstances. Of course, read- 
ings with which many were familiar be- 
cause of prior knowledge (plays and novels 
especially) were most popular, We 
avoided theology. Something about the- 
Ological ideas seemed to set some of the 
Patients off on highly personal tangents 
totally unrelated to the subject at hand. 
However, one will frequently find this 
Sort of behavior in a so-called normal 
group. 

The last session, devoted to Huckleberry 
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Finn, turned out to be, if not the best ses- 
sion, certainly the gayest. Of course, it 
is for the most part a funny book, and 
talking about it seemed to put everyone 
in a very happy mood. We spent a great 
deal of time talking about the symbolism 
of the river. The patients eagerly partici- 
pated in this part of the discussion, At 
this point everyone was sober and serious. 
One of the most active participants was 
a young man who admitted that he had 
never read the book at all, but he made up 
for this lack with an apparently limitless 
knowledge of symbolism. 

When we began talking about some of 
the humorous incidents, what at first was 
gaiety became almost hilarity. This was 
the first and only time I ever felt that I 
might lose control of the group. Never- 
theless, everyone seemed to be most relaxed 
and willing to talk and listen. The relaxed 
mood was probably well in keeping with 
the story of Huck and Jim leisurely float- 
ing down the river. We discussed the 
propriety of Huck'’s ambitionless attitude 
and his willingness to float along with the 
river. Was this the best approach to life 
or was he merely lazy? One patient whose 
problem was apparently of this nature re- 
marked, half to himself and half to the 
group, that he knew how Huck felt be- 
cause he sometimes felt exactly that way 
himself. Afterwards the resident who had 
been attending the discussion with us said 
to me, “In three therapy sessions a week 
for a whole year, I have never heard him 
admit that about himself to me.” But then 
he hadn’t had Mark Twain helping him. 


COMMENTS? 
Psychiatric illnesses of all types tend to produce 
regression in the patient. This is seen in many 


2By J. Martin Myers, M.D., executive medical of- 
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spheres of the patient's living, from the level of 
his attendance to biological needs, to that of social 
interaction. The psychiatrist in the hospital deal- 
ing with the sicker psychiatric patient is, therefore, 
vitally interested in offering as much as possible 
a type of stimulation which might hinder these 
regressions at whatever level they may tend to occur. 

Considering the problem of intellectual stimula- 
tion, one finds a real paucity of opportunities avail- 
able, particularly in a small hospital with a rather 
rapid turnover. When the median stay is only five 
or six weeks duration, any formal courses would 
have to be very short or one would have to resort 
to a type of lecture that might encourage passive 
listening. The experimental try with Great Books 
has proved a great success and a real asset in filling 
the intellectual void found in many inpatient ac- 
tivities. 

The fact that each discussion centers on a 
different book permits the new admission to en- 
ter at any time without being at too great a dis- 
advantage. As the leader pointed out, the dis- 
charged drop-out is somewhat frustrating, perhaps, 
for he may be a star discussant, but others take his 
place, and the real aim of the program is not 
primarily educational but rather medical. It should 
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also be made clear that other than intellectual 
stimulation is offered by Great Books. The group 
interaction is a very real social stimulus. Some of 
the sicker patients were able to participate with 
others verbally for the first time by stating their 
interpretation of what an author was trying to say 
when they could-not verbalize directly about their 
own personal feelings. In still other instances 
pertinent and important conflictual material ap- 
peared for the first time in the patient’s individual 
psychotherapeutic sessions after a Great Books ses- 
sion which touched on these problems, 

There is a very real advantage, I think, if the 
group leader can meet the group members with 
the attitude that they are the same as any so-called 
normal group. Certainly psychiatric orientation 
which might caution him to avoid certain areas 
might destroy his effectiveness. This was startlingly 
brought out at one meeting when the leader spon- 
taneously and naturally addressed the remark “You 
mean you wished you were dead?” to a person not 
known to him to be deeply depressed and suicidal, 
It had none of the explosive effect that one might 
imagine. 

The Institute of the Pennsylvania Hospital has 
been fortunate that Great Books sessions have been 
added to its general treatment program. 


“POVL W. TOUSSIENG, M.D. 


The role of education in a residential 


treatment center for children 


As more child guidance clinics and other 
Psychiatric outpatient facilities are becom- 
ing available throughout the nation, resi- 
dential treatment centers are dealing more 
and more with only those children who can- 
not be treated on an outpatient basis. 

The reason why a child cannot be helped 
at home may be that he and/or his family 
no longer are able to cope with or to con- 
trol his intense emotional conflicts or over- 
whelming impulses. In other cases the 
child is so deviant, so bizarre, or has such 
Poor judgment that he cannot live in the 
community. The community may have re- 
fused outright to put up with him and his 
behavior, or perhaps all community re- 
Sources have been tried and exhausted. 

In all these cases, admission to the resi- 
dential treatment center is made to meet 
the child’s need for an around-the-clock 
environment which continuously can be 
adapted to the fluctuating levels of func- 


tioning so characteristic of severely dis- 
turbed children, and which at all times can 
provide support, control and protection. 
Such an environment usually cannot be 
created out in the community, especially 
not in a family home, but it is a prerequi- 
site before these children can be helped 
through psychotherapy and other forms of 
treatment and often before they can benefit 
from education. 

Many residential treatment centers have 
their own academic schools. These schools 
are set up within the residential setting be- 
cause they have to serve a dual purpose: 

(1) They have to support the total resi- 


Dr. Toussieng is staff psychiatrist, Children’s Serv- 
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dential treatment program, by helping to 
create the emotional climate needed by the 
child at any given time, and 

(2) They have to teach the child or to 
help him in such a way that he can resume 
learning. 

It is the aim of this paper to describe and 
discuss this dual role, a role which has a 
surprising number of applications to what 
goes on in classrooms in the community— 
where disturbed children also are not rare. 

Most residential treatment centers will 
attempt as soon as possible to get newly ad- 
mitted children to the point where they can 
attend school full time. Once this has been 
accomplished, the teachers spend a substan- 
tial number of hours with the children, and 
it becomes crucial from the standpoint of 
the over-all treatment effort that the experi- 
ences the children have in school are con- 
sistent with the experiences they have in 
the group living area, in their extracurric- 
ular activities and in formal psychotherapy, 
if they are receiving such treatment. 

Just as the school is an integral part of 
the total treatment setting, the teachers are 
not just teachers in the school but are also 
members of so-called “therapeutic teams” 
consisting of all the people who work di- 
rectly or indirectly with an individual child 
in the treatment setting. Corresponding to 
the number of children in his class, the 
teacher is a member of a number of teams, 
and he must be in close communication 
with the rest of the teams. In his teaching 
efforts he is asked primarily to identify him- 
self with the therapeutic efforts made with 
a child, as well as with the therapeutic goals. 
We may say that the teacher is asked to be 
therapeutic before he tries to teach. 

At a superficial glance, this places the 
teacher in a role for which he has no pro- 
fessional preparation, and which seems to 
make it impossible or at least very hard for 
him to get around to his other obligation: 
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to provide the child with educational ex- 
periences. 

In actual experience these two roles are 
not at all incompatible because successful 
education in itself can be particularly thera- 
peutic for a disturbed child. As the child 
learns and finds himself learning, he ac- 
quires more tools to assess and understand 
the world around him. His awareness of 
his environment and of reality becomes 
sharpened; he gets help in thinking grad- 
ually on a more abstract level; he acquires 
more tools with which to communicate and 
to receive communication. Misinformation 
which may have threatened the child is dis- 
pelled by new knowledge. 

Last, but by no means least, the educa- 
tional progress in the classroom provides 
the disturbed child with tangible, measur- 
able evidence of his ability to achieve, to 
grow, to progress, and this in itself can be 
an unbelievably great boost, as these chil- 
dren frequently have become discouraged 
about themselves and their abilities. 

Most children who are admitted to a resi- 
dential treatment center are at least one to 
two years retarded educationally, some 
times considerably more, even though they 
are of average or even very superior intel- 
lectual ability, Many of these children have 
been promoted socially year after year, 
while the gap between their performance 
level and that of their classmates gets wider 
and wider. 

Even defiant, seemingly callous and 
poker-faced teen agers, or very disturbed 
psychotic youngsters with a tenuous hold 
on reality are on some level painfully aware 
of their inability to keep up with other chil- 
dren, although perhaps they would rather 
die than admit it, or although they are un- 
able to verbalize this awareness. Feelings 
of failure, of worthlessness and of extreme 
frustration are the result. These feelings 
may become even more pronounced í 
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friendly, interested teachers make valiant 
and desperate efforts to teach or tutor these 
children and fail because the learning 
blocks in these children cannot be removed 
by educational efforts alone. Very often 
both at home and in the school, discipline 
has been tried to make the child study and 
learn; this leads to further blows to the 
child’s self-respect and feelings about edu- 
cation as well as to many painful clashes. 

By the time a child comes to a residential 
treatment center, schools and classrooms 
therefore often have become associated with 
painful experiences, with failure, defeat, 
frustration, anger and despair. As he enters 
the classroom in the residential treatment 
center, the child automatically assumes that 
he will have experiences similar to those he 
had in previous classrooms, and he will 
project some or all of his experiences with 
previous teachers on to the new teacher. 

If the child, in spite of all this, is helped 
towards a different outcome, if he finds 
himself learning and able to learn, this in 
itself will represent a crucial corrective emo- 
tional experience, which in turn may make 
him more available for such other kinds of 
help as psychotherapy or planned group 
living experiences with the other children 
in residence. 

Before the teacher can map his strategy 
and before he can accomplish this goal, he 
will have to have a thorough understanding 
Of the factors which are preventing an indi- 
vidual child from making use of education 
and educational experiences. Such factors 
are always present. 

Even retarded children can be expected 
to learn, although they learn at a slower 
Pace and cannot progress as far as other 
children. If they are not learning or if they 
have stopped learning, there must be rea- 
Sons beyond retardation which are causing 
this, and these reasons need to be under- 
Stood. Intensive and extensive diagnostic 
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studies need to be done as soon as possible 
on each child who is not learning, prefer- 
ably before he is admitted to the residential 
setting. 

These studies should include a psychi- 
atric examination, psychological tests, a 
comprehensive - neurological and physical 
work-up, often supplemented by X-rays, 
laboratory studies, hearing and vision ex- 
aminations, brain wave tests, and so forth, 
but they must also establish the child’s his- 
tory and background, his home environ- 
ment, the nature of his relationships with 
his parents, with siblings, with other impor- 
tant people in his life, with peers, with 
school, and so on. From these studies, from 
further observations and from therapeutic 
work with the child following admission, a 
deepening understanding of the child’s diffi- 
culties will gradually emerge within the 
therapeutic team, so that more rational, 
comprehensive and effective plans can be 
made for further therapeutic intervention. 

The teacher in a residential treatment 
center contributes many crucial observa- 
tions to this diagnostic process, but he in 
turn must lean heavily on the observations 
made by the rest of the team. Sometimes 
the teacher has a crucial role with the child 
from the very start; at other times the 
teacher must bide his time, as it were, until 
the rest of the therapeutic program has 
helped the child improve enough that he 
becomes available for the teacher's efforts. 

Teachers are not accustomed to working 
in this way and they have not been prepared 
for it in their training. At present, there- 
fore, residential treatment centers have to 
provide on-the-job and inservice training 
for teachers. Other teachers obtain prelim- 
inary training by working as child care 
workers in a residential treatment setting 
before they assume teaching roles in the. 
academic residential school. 

Even with this kind of preparation, the 
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teacher has a difficult task, primarily be- 
cause of a curious paradox. On the one 
hand, the teacher must show tremendous 
flexibility in order to meet the children’s 
needs, and must not ask more of them than 
they can manage because their levels of 
functioning fluctuate from day to day or 
from moment to moment. 

On the other hand, the teacher must 
avoid further confusing these children, who 
usually already are terribly confused, and 
he has to define the classroom setting as 
well as his own role as teacher very crisply, 
clearly, and above all, consistently. The 
classroom setting must be kept simple, 
quiet, without too much commotion. Dis- 
turbed children crumble when they have to 
deal with too many stimuli, particularly be- 
cause so frequently they are still unable 
to assess and interpret adequately these 
stimuli. 

The academic school in a residential 
treatment center setting is therefore the 
antithesis of what used to be called “a pro- 
gressive school.” The children do not have 
the initiative; the classroom structure and 
the dignity of the classroom are rigidly up- 
held. The teacher very clearly maintains 
his role as a mature adult and as an edu- 
cator. He is ready at all times to respect 
the child but, on the other hand, he expects 
that the child will respect him and the class- 
room structure. As can easily be surmised, 
just to be able to hold himself together and 
not to disturb the classroom atmosphere 
frequently is the first and only possible goal 
a disturbed child has in school. 

The teacher will do his utmost to bring 
out the child’s own strengths and controls, 
and if these fail or prove inefficient the 
teacher will attempt to lend his own 
strength to the child. Initially, the chil- 


-dren sometimes are unable to use the teach- 


er’s support, however, and if the child can- 
not hold himself together enough and if he 
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begins to show unacceptable behavior, he 
will be temporarily removed from the class- 
room, with the very explicit understanding 
that this is not punishment and that he is 
welcome back in the classroom as soon as 
he thinks he can tolerate it again. 

A number of children, particularly psy- 
chotic children, at times become over- 
whelmed by too much closeness or by their 
own wish for affection and closeness—which 
at the same time they dread. In removing 
a child from the classroom, the teacher re- 
spects the child’s temporary need for greater 
distance but he will try—for example, by 
looking through the window, or by going 
outside once in awhile—to convey his con- 
tinued interest in the child as well as his 
understanding of what is causing the child’s 
upset just then. 

The child soon will calm down and will 
be able to return to the classroom later the 
same hour or later the same day. If the 
child has enough strength to do so, the 
teacher will talk with the child about the 
episode and will try to understand more 
specifically what caused the child’s upset 
and subsequently make plans as to how fur- 
ther upsets can be prevented or at least 
channeled. 

Within this rather rigid structure the 
teacher also has to be tremendously flexible 
in order to be able at all times to adapt 
himself to the child’s changing levels of psy- 
chological integration, as well as to his abil- 
ity to stay in contact with the environment 
and to perform within it. It must be under- 
stood that this in no way implies permis- 
siveness. 

It is not helpful to the child—nor “thera- 
peutic’—passively to endure his inappro- 
priate behavior or his episodic disorganiza- 
tion, mainly because it keeps the child from 
realizing that his behavior is inappropriate 
but also because it becomes impossible to 
perform the tasks which both the teacher 
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and the child expect to work on during the 
school hours. 

If the classroom is allowed to become 
chaotic, this will increase a child’s panic 
and internal chaos and will only make 
matters worse. On the other hand, the 
teacher must be able to simplify or tempo- 
rarily abandon the educational tasks when- 
ever a child is on a more infantile level or 
becomes totally disorganized, without feel- 
ing that he, the teacher, and/or the child 
failed, and without resentment. If the 
teacher does feel disappointment—even 
though he tries not to show it—the un- 
cannily sensitive psychotic or very disturbed 
child will invariably know it and he will 
become even more discouraged about his 
own abilities. 

It is not easy for a teacher to get used to 
this, nor is it always easy to understand that 
the child’s—particularly a teen ager’s—be- 
havior does not represent naughtiness, ma- 
nipulation, or any other willful act, but a 
temporary breakdown in personality organi- 
zation. The teacher is helped in this task 
by the fact that emotionally disturbed chil- 
dren, when given the support and protec- 
tion of a residential setting, almost invar- 
iably show a strong wish to make use of 
education, even though they do not yet 
have the strength to act continuously on 
the basis of this wish. 

In dealing immediately with the inappro- 
priate behavior, the teacher allies himself 
with this wish and he appeals to the re- 
Maining strengths in the child. In essence, 
when he removes the child from the class- 
Toom, the teacher implicitly or even explic- 
itly Says to the child that he knows that the 
child has strength, and that he trusts that 
the child sooner or later will be able again 
to use this strength and to control himself 
Enough to take his place in the classroom 
again. When this happens both the child 
and the teacher see it as an accomplishment, 
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as a small but important victory, as another 
evidence of the child’s growing strength. 

As these and similar considerations stand 
out in the teacher’s task, it will be under- 
stood more easily why giving the children 
tools and helping them acquire knowledge 
are equally important goals to teachers in 
residential treatment centers. The primary 
emphasis is on removing the blocks which 
are preventing the children from learning, 
as well as on opening up avenues along 
which the children can learn if they are 
unable to learn through conventional 
methods. This amounts to preparation for 
later learning. 

The gratifying fact is that the great ma- 
jority of children eventually can be helped’ 
to learn. Not at all infrequently they then 
catch up with themselves and make up for 
the time they got behind in school, as well 
as for the time it took to help them to be- 
come able to learn again. This preparation 
for later learning is accomplished by giving 
the children strictly educational tasks and 
not by trying to play with them in hidden 
or more overt ways. 

Reading, writing and arithmetic are the 
usual tasks given. These assignments, of 
course, have to be adapted to the child’s 
level of functioning, The teaching method 
used takes into consideration the child’s 
abilities, the rate at which he is able to 
learn, his degree of distractibility, the 
length of his attention span, his difficulties 
in perception, his possible need for motoric: 
outlets, etc. 

In this respect an adequate initial diag- 
nostic work-up will be of crucial importance 
to the teacher, as it helps define exactly 
what a child’s strengths and handicaps are 
and what it will take to help him to get to 
the point where he can resume learning. It 
does make a difference whether a child has. 
extreme difficulties in keeping his thoughts 
organized, whether he is constantly fighting: 
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off confusion, or whether he, for example, 
is suffering from some degree of aphasia, 
which makes it impossible for him to learn 
by conventional methods. 

Sometimes several difficulties are present 
simultaneously; it then needs to be estab- 
lished which difficulties are most prominent 
just then, and the educational tasks have to 
be presented accordingly. One ten-year-old 
girl came into a residential treatment center 
with a severe psychotic adjustment, even 
though it also was suspected that she was 
retarded and brain-damaged. Previous 
painful school experiences made it neces- 
sary first to give the child a corrective ex- 

„perience with the teacher. 

Much work involving rote memory was 
used to help her organize her thoughts and 
herself, while the same problem also was 
being dealt with in psychotherapy. Even 
so, the child continued to have great diffi- 
culty with her educational tasks. As she 
gradually improved and gained more psy- 
chological strength, it stood out that she 
still could not learn to read and could not 
be helped to retain word pictures. Some 
aphasic difficulty was suspected, particularly 
because of her extreme difficulty in abstract 
thinking: 

Intensive tutoring was started, using a 
kinesthetic method for the analysis of 
words. The child responded dramatically 
to this and made remarkable strides in her 
academic achievement. While she had 
struggled slowly and laboriously through 
the third and fourth grades, she whisked 
through the fifth and sixth in 10 months. 

Her newly acquired ability to read, to ac- 
complish something academically, has been 
a tremendous boost to this child’s morale 
and has helped her gain strength in other 
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areas, particularly in the area of interper- 
sonal relationships where before she had 
overwhelming difficulties. In the book The 
Brain Injured Child * Strauss and Lehtinen 
describe similar dramatic effects of remedial 
tutoring. 

Many aphasic children can be helped by 
these methods to return to regular class- 
rooms for some subjects, maybe even full 
time. It must be stressed, however, that 
even a sensitive method of tutoring is use- 
less until a corrective emotional experience 
has mobilized a disturbed child's strength 
and makes it possible for him to do what he 
could not do before, or at least to try. 

The following excerpt from the latest 
educational report on the ten-year-old girl 
mentioned above—who is now fourteen— 
will illustrate this in more detail: 


“Mary is much more comfortable and exhibits 
less tension than before in working at her school 
assignments. She seems not so fearful of the ex- 
posure of her inadequacies and does not feel the 
inevitability of failure. This is particularly true 
of her reading performance and has resulted in 
more efficient work as well as changes in her 
voice and expression. 

“It is the teacher's opinion that the fact that 
she has made gains in reading, and that she has 
profited from the reading technique employed, 
has been a major factor in the progress seen in 
all of her school work. The experience of suc- 
cess and the gaining of confidence has carried 
over into the rest of the learning areas, giving 
impetus to her performance in all subjects. She 
seems to feel gratification from her progress and 
to be seeking less for the ‘magic way’ of learn- 
ing and overcoming deficiencies—which she 
showed when she came to the school. . 

“She still is often preoccupied with ‘catching 
up’, obsessed with problems of how much there 
is to do and how long it will take her to catch 
up to her chronological age level in school; al 
though there is evidence of feelings of depression 
and futility around this, she more and mere 
is evidencing a realistic view of her limitations 
and levels without the need to feel that there 1 
a ‘formula’ to overcome these. 

“It may be noted that Mary displays a great 


Residential treatment center for children 


need for ‘sameness’ and consistency in the en- 
vironment. She becomes confused and disturbed 
when things and events are not in their ‘place.’ 
She usually is unable to tolerate changes in the 
physical environment or in routine without 
‘worrying’ about them, or until they become 
more familiar to her. She is often preoccupied 
and disturbed with details in the environment 
or with what she feels to be discrepancies or 
contradictions. It is felt that she displays an 
excessive reliance on organization from the ‘out- 
side’ as a result of her limitations in achieving 
an internal organization and an understanding 
of environmental relationships. 

“With the reading technique being utilized— 
an auditory-visual-kinesthetic approach which 
uses rules and drill to overcome limitations of 
perceptual and conceptual organization—she has 
made measurable gains. She displays good re- 
tention of the ‘base’ words of consonants and 

; vowels and has mastered the sounds presented. 
She is able to read much faster and is better able 
to ‘sound out’ words. 

“She can go through the whole pack of drill 
scards with few mistakes and usually will read in 
phrases instead of reading a word at a time as 
she had previously done, Reversals of letters 
have largely disappeared in both reading and 
writing. She has done well on the syllable divi- 
sion rules and on the spelling rules presented, 
although these have not yet been committed to 
memory, 

“She is very low in spelling and much repetitive 
drill seems indicated, It is characteristic for her 
to spend long, hard effort on all the tasks given 
her and it is felt that the concrete approach of 
this technique makes it a helpful and profitable 
One for her.” 


Another example is provided by Max, 
age fifteen, who was admitted to the Kansas 
Industrial School for Boys because of his 

_ Stealing and other delinquent activities. 


“The patient obtained a median of 8.8 on a 
Stanford Achievement Test given on admission. 
The schools he had attended had been unable 
to cope with him. He frequently fought in 
school and played truant. The initial intensive 

_ Work-up, done on all boys recently admitted to 
the Industrial School, revealed that Max was 
Seriously emotionally disturbed.and that his hold 

) on reality was inconsistent and tenuous. 
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“Intense efforts were made in the group living 
situation, but also through group psychotherapy, 
to gradually help Max get himself under better 
control, During this period he was unable 
to do any work in the academic school, and the 
teachers at first merely concentrated on making 
it possible for him stay in the classroom without 
having to be sent back to the cottage for defiant 
behavior, 

“As Max's anxiety gradually diminished, and 
as he gained greater control over himself, he 
began to be able to respond to direct educational 
efforts. When he was paroled from the Indus- 
trial School, after a stay of 15 months, he 
achieved a median of 12.7 on the Stanford 
Achievement Test. At home he entered the 
eleventh grade, and did extremely well in high 
school.” 


Still another example is the case of a ten- 
year-old adopted boy who has intense con- 
flicts about the meanings of growing up. 
As so often happens, his parents had several 
natural children after the adoption of this 
child. The boy has had a very strong emo- 
tional reaction to this, fearing that any evi- 
dence of growing independence on his part 
will give the parents an excuse to send him 
away forever. 

These. struggles and fears were carried 
over into the school, gradually resulting in 
more and more destructive classroom be-. 
havior and in the development of a com- 
plete learning block. The situation at home 
as well as in the school gradually became so 
impossible that the parents had to admit 
him to a residential treatment center. 

Here it was found that he still could not 
read and that he had picked up very little 
of the elementary school subjects, in spite 
of the fact that he was of high-average or 
possibly even bright-normal intelligence. 
There is some evidence in the tests that 
organic brain functioning may be mildly 
impaired. The work which the teachers 
have done with this boy so far is described 
in the following educational report: 


“During the second half of the school year, 
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John has made advances in school which suggest 
significant shifts in his adjustment and his ca- 
pacity to perform in a learning situation. This 
has not been in the accomplishment of learning 
tasks or in the attaining of direct academic goals, 
but it has been in the beginning of a different 
concept of school and in a new adjustment which 
is essential to the establishment of an educational 
process. 

“Work with John has been aimed at what 
might be termed pre-educational goals. He is 
not as yet ready to profit in a major way from 
the educational tasks and guidance which are 
offered to others of John’s age level because the 
difficulties of adjustment and performance—both 
psychological and organic—which resulted in 
his original failures in school have become inter- 
twined with his reaction to the long history of 
inadequacy, rejection and guilt regarding his past 
failures in school. 

“He views school as a frightening, hostile, 
anxiety-provoking situation, where. he can only 
have his inadequacies exposed and be subjected 
to humiliation, rejection and retaliation. The 
emphasis of the school work with John has been 
on the formation of a comfortable teacher-pupil 
relationship, which may be utilized to alter his 
adjustment and to permit education to be accom- 
plished. 

“It is in the area of the formation of such a 

_ telationship that the greatest advances may be 
reported, although it must be stressed that this 
still is in the beginning and tenuous phase. As 
the relationship with various teachers is being 
established, inroads have been made through 
these relationships into his feelings of inade- 
quacy, worthlessness and unacceptability. As this 
has occurred, it has been possible for the teachers 
to place increasingly more demands on him for 
work, for his participation in tasks, and to gain 
his involvement in this. 

“Particularly firm stress has been placed on the 
expectation that he will pay attention, with satis- 
factory results as his ability to make use of in- 
struction increases. He still relies excessively 
On the structure which the teacher poses, hav- 
ing little capacity to organize his tasks and his 
time, and he functions best when the teacher 
is near to him or touches him. In almost all 
his school work, he and his teacher perform tasks 
together. 

“It must be noted that he is still limited in 
the amount of time he can spend at his work, 
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or even in the amount of time he can pay at- © 
tention and involve himself with the teacher, 
His work and attention span is often no longer 
than 10 minutes, and he frequently does not 
appear to be directly attentive to the teacher, 
regardless of what they are doing together. It 
seems’ that he is able to mobilize the strength 
and energy to accomplish school work only in 
order to please the teacher and to avoid the 
punishment he seems to feel would follow if he 
did not make an attempt. 

“John has begun work with phonics and has 
completed the beginning workbook in this sub- 
ject. He has shown some gains in identifying 
the beginning sounds of words, but he is unable 
consistently to connect sounds with letters. Al- 
though he can look at words and identify each ~ 
letter, he is unable to associate the sound with 
the letter, even in his own name. However, he 
has shown a surprising ability to connect words ~ 
with objects in multiple-choice exercises with 
enough consistency to warrant the speculation 
that he has begun to develop in reading and 
that reading-readiness tasks are profitable at this 
time. In arithmetic he has continued in tasks 
which give him experiences with concrete ob- 
jects in order to allow him to arrive at his own 
abstractions and memorize combinations at his 
own pace. 

“In preparing plans for John for the next” 
year, it is necessary to continue to view the main 
objectives of the school as. pre-educational, with 
the estimate that it may be some time before he 
will be able to learn with normal skill and ease. 
Although the teacher’s goal will be to explore, 
assess and prepare him to make greater use 
of learning experiences, his work will center 
around actual educational tasks as a necessary 
and expedient way to form the correct teacher- 
pupil relationship, to provide a therapeutic” 
school situation which may mend his earlier 
concepts and conflicts, and to begin an educa- 
tional process. 3 

“He will continue to have individual sessions 
with the reading teacher to strengthen and 
capitalize on the relationship he has formed with 
her, and because of this probability, based on 
the symptomatic picture, he will need specialized f 
help in this area.” 


The conclusion offering itself from this $ 
discussion is that the teacher’s role in a re 
dential treatment center is surprisingly S10 
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ilar to the role of a teacher in a community 
classroom, even though there also ure sig- 
nificant differences. 

It is evident that the teacher's contribu- 
tion in a residential treatment setting can 
be very therapeutic for a child but that 
teacher, isolated from the total treatment 
setting, cannot be therapeutic. In order to 
be of help to the child, the teacher must 
maintain his role and identity as an educa- 
tor and he therefore cannot and must not 
try to become the child’s therapist. 

While upholding the dignity and impor- 
tance of the classroom, the teacher contin- 
uously can draw upon the deepening and 
extensive understanding of the child’s diffi- 
culties, which gradually emerges as the 
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teacher and all the other staff members 
working with the child pool their observa- 
tions and experiences in a continued diag- 
nostic process. On the basis of this under- 
standing and on the building of the child’s 
other therapeutic experiences in the resi- 
dential treatment setting, the teacher can 
employ strictly educational tasks to first 
prepare the child for learning and later to 
help him to learn—up to the limits of a 
native endowment. 

The therapeutic value of this well-de- 
fined educational approach may well have 
implications for how far teachers in the 
community should allow themselves—in the 
most literal sense—to be deflected from 
their teaching role. 
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E LESLIE KAMMERDIENER, JR., B.S., B.D., TH.M., M.A, 


Fundamental facts relating 


to the counseling and higher 


education of epileptic persons 


Although epilepsy “is more common than 
polio, active tuberculosis, or asthma among 
children,” it still “remains in the realm of 
superstition, fear, and ignorance” neglected 
in major research.1 

There is often a lack of understanding 
on the part of the average teacher and 
school administrator and sometimes the in- 
cident of a grand mal seizure in the class- 


Mr. Kammerdiener is an instructor in psychology 
at Wayland Baptist College, Plainview, Tex. 


1 Easley, Glenn, “Does Your School Say—Epilep- 
tics Not Wanted,” The Texas Outlook, 37(May, 
1958), 12. 


2 Ibid. 
8 Ibid. 


4 Himler, Leonard E. and Theophile Raphael, 
“Epilepsy Among College Students,” Mental Hy- 
giene, 24(July, 1940), 459-68. 

5 Collins, A. Louise, “Epileptic Intelligence,” Jour- 
nal of Consulting Psychology, 15(October, 1951), 895. 
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‘to the principal as 


room is reported ‘ 
na 


though it had been a discipline problem. 
The average teacher will have to deal with 
a half-dozen or so epileptic children dur- 
ing his teaching career, and he therefore 
owes it to the students involved to know 
something of this disease. 

Epilepsy itself is not a disease but it is 
the symptom of an underlying disorder 
which sometimes may be corrected, and in 
many other cases the seizure symptoms at 
least can be controlled. “Causal factors 
of epilepsy may be classified as basically 
organic or IC opa nidi in nature.” Collins 
uses the terms “traumatic” and “essential,” 
but she refers to the same two basic classi- 
fications, using a term of more limited 
scope for whole categories.’ 

Organic factors include such things as 
trauma, birth injury, endocrinopathy, con- 
genital defects, encephalitism and brain 
tumor. Idiopathic or essential factors até 
those in which nothing other than a com 


| 
i 
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stitutional predisposition could be put for- 
ward as being of etiologic significance. 

Epilepsy is evidenced outwardly in three 
basic responses or symptoms: “Petit mal’ 
(transient lapse of consciousness without 
muscular symptoms), “Grand mal” (convul- 
sions), and “Psychomotor seizures” (periods 
of amnesia or automatism).® 

While admittedly narrow in scope, a 
study, made by Himler and Raphael of 
University of Michigan students whose epi- 
leptic condition came to the attention of 
the school authorities, indicates that cer- 


' tain precipitating factors were associated 


significantly with individual attacks.’ Fa- 
tigue, irregular habits, overindulgence in 
alcohol, and special situational stresses, 
academic and otherwise, are very promi- 
nent in the study of these factors. Insuf- 
ficient co-operation or irregularity in carry- 
ing out prescribed medical routine also fig- 
ured prominently in unimproved cases. 

“—the therapy of epilepsy in college being not 

unlike extramural practice in this respect.” 8 
Overinhalation such as that caused by hard 
play or exercise® and photic stimulation 
also have been found to precipitate the 
brain wave pattern associated with epilep- 
tic seizures, 

Some patients have warning of an ap- 
Proaching seizure, but most do not.!9 Such 
factors as irritability, slight confusion, ab- 
Normal sensitivity, and the feeling of ill- 
fase may be indicators of oncoming sei- 
zures. At the time of an attack there is noth- 
ing that can be done except to prevent the 
Patient from hurting himself through fall- 
ing or biting his tongue. Treatment for- 
Merly involved the use of bromides and 
Phenobarbital, dietary regulation and fluid 
Testriction.11 Because the sedation which 
Occurred with these therapeutic procedures 
interfered with attentiveness in classes and 
‘vening study periods, newer nonsedative, 
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anticonvulsant ‘drugs (diphenylhydantoin 

derivatives) have come to the forefront. 

While reducing the number of seizures 

they do not promise “complete relief,” 12 

Speaking of the miracle drugs, Easley says: 
“All of these drugs tend to sedate the patient to 
some extent, but many patients live normal lives 
taking some of these drugs every day and they 
suffer no mental deterioration and no noticeable 
physical damage.” 18 


Collins* has completed a monumental 
study of epileptic intelligence, and the re- 
sults differ materially from previous in- 
vestigations. Basically this is due to the 
difference in type of patient-group under 
investigation. As is pointed out in this 
study,!® past studies of epileptic intelli- 
gence haye been based largely upon the 
records of institutionalized or public clinic 
patients and often included a large propor- 
tion of mental defectives. Specifically: 

“The intellectual defects were usually concomi- 

tants or precedent conditions and no resultants 

of the epilepsy, but the low intelligence found 
was often assumed to be that of epileptics in gen- 

eral.” 16 


In these studies: 


“Normal-living private patients, who form the 
great majority of the country’s epileptic popu- 


6 Lennox, William G., Merle McBride and Ger- 
trude Potter, “The Higher Education of Epileptics,” 
Journal of Health and Physical Education, 19(No- 
vember, 1948), 626. 
1 Himler and Raphael, op. cit., 464. 
8 Ibid., 466. 
9 Easley, op. cit., 18, 40. 
10 Ibid., 13. 
11 Himler & Raphael, op. cit., 466. 
12 Easley, op. cit., 40. 
18 Ibid. 
14 Collins, op. cit. 
15 Ibid, 392. 
16 Ibid. 
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lation, conservatively estimated at a half million, 
were not sampled.” 17 


The Collins study is based on the pri- 
vate patients of Dr. William G. Lennox, 
neurologist and recognized authority in the 
field of epilepsy. These patients were 
treated at the Seizure Unit of the Chil- 
dren’s Medical Center in Boston and rep- 
resent both referral and voluntary non- 
referral type patients. Some 400 adult and 
adolescent epileptic, extramural office pa- 
tients were studied by means of the Wech- 
sler-Bellevue intelligence tests. Clerical, 
business, and professional classes composed 
the majority of occupational types, and 
the large majority of these persons ranked 
well above average in this status.18 

The age of the patients involved in this 
study ranged from thirteen to sixty-three, 
with an average age of 24.8 years. The 
educational level was naturally high, higher 
than the national norm in fact, because of 
the selective nature of the patient group 
with regard to age, occupational and finan- 
cial status. More than one-half of the 
group had attained the high school level, 
and more than one-fourth had reached the 
college, professional, or graduate school 
level.19 

While early onset and long duration 
have long been considered as detrimental, 
this new study reveals that: 


“—the effect of early onset would appear to be 


17 Ibid. 

18 Ibid. 

19 Ibid, 394. 

20 Ibid. 

21 Ibid. 

22 Ibid. 

28 Ibid. 

24 Collins, op. cit., 395. 
25 Ibid, 397. 
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decidedly detrimental, and the effect of long 
duration far less so.” 20 


When interpreting this statement, however, 
it is noted that the effect of the onset age 
concerns 


“—only present psychometric results, not original 
endowment, and implies nothing as to whether 
the cause of the suggested deficit is an organic 
effect of the disorder that retards normal develop- 
ment, or whether it is a social and environmental 
effect.” 21 


In this specific study, the 1Q’s of epilep- 
tic patients varied according to the type of 
seizure involved. Those whose seizures were 
wholly or in part petit mal rank highest 
in IQ; psychomotor cases next and the 
grand mal subjects slightly lower.?? The 
differences were not great, however, and all 
three groups in this study ranked above 
the population norm.”8 

Significant in these findings is the fact 
that the grand mal subjects probably had 
more interference with normal social and 
educational opportunity because of the 
severity of the seizure state than the two 
other groups, and hence might not actually 
rank as they did if the seizure state did not 
affect these opportunities quite as much, 

In the analysis of the IQ of the various 
subjects in the Collins study (according to 
the type of epilepsy, that is organic or idio- 
pathic), another error in past observation 
was encountered. Formerly it was thought 
that the idiopathic type of epilepsy had a 
more deteriorating effect on the patient's 
mentality than did the organic or brain 
injury type. The results of the IQ sub- 
score tests, however, definitely contradict 
this early belief, “for the essential subjects 
average more than 12 IQ points above the 
traumatic.” 24 Although a few of the in- 
dividuals tested showed definite deteriora 
tion, this was not found to be a “group 
characteristic.” 25 Generally the superiority 


Counseling and higher education of epileptic persons 


in thinking, reasoning power, and concept 
formation found in the Collins study: 


“may be due to the superior intelligence and 
education of the group,” 


but low ratings in digit span—implying 

anxiety—and consistently high ratings in 

comprehension of all the groups under 

study may ... “justifiably be considered as 
"an epileptic characteristic.” % 

In concluding the report of the Collins 
study it is noted that there was no con- 
formity with observed patterns of psychot- 
ics or psychopaths, and little similarity 
to the patterns of neurotics.27 Environ- 
mental causes preventing normal social 
contacts and educational opportunities are 
here considered . . . “potent factors in caus- 
ing the apparent deterioration, formerly 
considered inevitable.” 28 Even the drug 
effects of the older types of therapy may be 
considered among these factors. Thus, 
mental defect or low intelligence is not to 
be assumed to result from, or necessarily 
to accompany, epilepsy. 

It should be pointed out at this point 
that the handicap of epilepsy, based as it is 
on unreasoned fear of a convulsion, and on 
Misinformation concerning the intelligence 
and personality of the noninstitutionalized 
epileptic, is “more social than physical.” 2° 
The basic therapeutic approach, therefore, 
as is pointed out by Patry,3° must: 

“—be directed toward a constructive reintegra- 

tion of the total personality, which includes com- 

petent management of the psycho-affective aspect 
as well as the specific clinical features related 
to the attacks as such.” 


At the University of Michigan, Himler 
Points out that the 

“—situational and personality problems presented 

by the epileptic students do not differ widely 

ftom those found in the general run of college 

Students seen by the mental hygiene unit.” 31 


Such factors as egocentricity, instability, 
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overimpulsiveness, lack of regularity, and 
poor self-discipline, although weighing 
heavier as a whole, are typical not only of 
the epileptic students who came to the 
clinic but also of the student body, as a 
whole, who needed help from the clinic. 

Unsatisfactory academic achievement, 
perhaps caused to a large extent by fre- 
quent feelings of inferiority and pessimism , 
over the handicap, demanded considera- 
tion in the counseling of students. Here 


` the student must come to understand his 


difficulty in “factual, nonalarmist terms” 
and develop a positive confidence in the 
future and a wholesome philosophy of life 
before satisfactory academic and occupa- 
tional success may be achieved. On the 
above campus, actual treatment was not 
nearly so successful in terms of reducing 
the number and frequency of attacks oc- 
curring as was the treatment of the per- 
sonality problems involved.5? 

In a study of the social problems asso- 
ciated with epilepsy, Elabel Davidson and 
Joan Thomas used both the volunteer in- 
terview system and specific casework service 
over a period of months—and in one case 
three years—to determine the needs, capa- 
bilities and acceptance of epileptic persons 
in the Montreal, Canada, area. 

E E a E E 
26 Ibid. 
27 Ibid. 
28 Ibid., 398. 
29 Lennox, op. cit., 626. 
30 See Patry, F. L., “Psychiatric Principles in Edu- 
cational Methodology with Special Reference to Ep- 
ileptics,” Medical Times, 67(August, 1939), 369-71, 
as noted in Himler, op. cit., 464, 
31 Himler, op. cit., 464. 
32 Ibid. 
38 Davidson, Elabel Mcl. and Joan C. Thomas, “A 
Social Study of Epileptic Patients,” Journal of Social 
Casework, 30(November, 1949), 380-84. 
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It is interesting to note here that areas 
of mobile population and less societal elite- 
ness are far less prone to offer limitations 
of opportunity and to exhibit social rejec- 
tion and discrimination than are areas 
where societal conditions are quite elite 
and the population extremely stable. In 
the Canadian study, one common factor for 

all persons under study was the low or mod- 
erate income factor.’ Also, the education 
level was low, which might have correlated 
because of the financial level. In interpret- 
ing the social problems of this group of 
people, three main factors contributed to 
the handicap of the individuals: the physi- 
cal condition itself (type, frequency, sever- 
ity, age of onset, etc,), the individual per- 
sonality or total emotional make-up of the 
patient, and the broader environmental 
factors, 

Actual personal and social adjustment 
was found to vary independently of the 
seizure picture and the latter two factors 
were found to be of more significance for 
the group as a whole than was the first,35 

In contrast to the study of Collins, which 
‘was significantly limited to the intelligence 
factor of epileptic patients, this study dealt 
primarily with four main areas of life 
experience: parental relationships, school- 
ing, employment, and Perpa ona rela- 
tionships,36 

Of basic importance was the discovery 
that the insecurity and fearfulness of par- 
ents, exhibited in feelings of shame and 
disgrace, was vitally related to the per- 
sonality development and desire for parent- 


84 Ibid., 380. 
35 Ibid, p. 381. 
„36 Ibid. 
31 Ibid, 382. 
38 Ibid. A 
39 Ibid., 383. 
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usually experience the traumatic experi 


hood on the part of the epileptic. Overpro: 
tection and dominance became eviden 
especially among the mothers of the group, 
In this Montreal study, the anxiety and" 
tension of concealment which sometimes 
permitted the continuance of formal edu- 
cation among the group under study ofte n 
led to severe psychological shock at thi 
termination of this formal learning situa 
tion. As is generally the case with am 
group isolated or segregated because of 4 
handicap, this study emphasized the “i i 
ability to meet any unprotected situation” 
and the prevention of full “development 
of potentialities’ on the part of the iso 
lated.37 
In the area of employment the Canadian 
study determined that a waste of mani 
power and a psychological toll result when) 
persons are denied work or are discrimi 
nated against in other ways in “nonafe 
fected” types of work. Actually, emplo 
ment hinged largely on “understandi 
employers” and the resistance to epilepti 
employment in these nonaffected types Ol 
work was based mainly “on emotional 
prejudice rather than on realistic concer 
for their safety and that of others.” 38 
One recommendation from this stud) 
was that persons with problem seizure 
that could not be adequately controlled; 
or at least materially reduced, should bi 
provided with “rehabilitation centers and 
sheltered workshops” for the sake of thems 
selves and for the sake of those epileptics: 
whose seizures are now adequately CO : 
trolled.9 
When investigating’ the resultant effects 
on interpersonal relationships, it is inte a 
esting to note that those patients who 
seizures started after marriage did mi 


ences of the unmarried. It is also to a 
noted that any decision concerning MA 
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riage should be made on a “personal and 
. individual basis” and not on “blanket ex- 
clusion because of diagnosis,” 40 

While formerly it was considered essen- 
tial to keep epileptics quiet and undis- 
turbed at all times, it is now clear that 
physical and mental activity—within rea- 
sonable limits—reduces the likelihood of 
an attack.“ This, however, is an area that 
needs to be brought to the attention of the 
patient by means of counseling, because not 
all patients are willing to accept and apply 
this, even when they know it to be gener- 
ally considered true by the medical pro- 
fession, 

Social isolation, additional sensitivity, 
feelings of differences and anxiety have re- 
sulted in the failure of many persons with 
epilepsy to marry. Antiquated laws requir- 
ing sterilization before marriage in some 
states, the refusal to grant drivers licenses 
(to those adequately controlled) in other 
states, etc., are factors which even yet miti- 
Bate against the healthy social and economic 
development of the individual. 

In coming to the proper understanding 
of the relationship of epilepsy to educa- 
tion, physical health and parental atti- 
tudes, Lampe *? lists some seven particular 
Sources of information which are of value 
here, 

To be noted is the work of Lennox * 
and Collins,44 both of whom have studied 
the intellectual capacity of epileptics. Ten- 
ny’s work in the area of psychosocial be- 
havior is also of great importance.*® The 
medical aspects of epilepsy are treated in 
the writings of Harriet Randall 4° and par- 
ticular educational problems are investi- 
gated in the Ohio Study.*? For the parent 
and interested lay person, various pamphlets 
available from the Epilepsy League.‘ Ad- 
ditional material from the federal govern- 
ment 49 also should be of interest. 
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In relating the college situation to other 
social relations, Hemler 5° says: 

“—it is essential that it be realized that the ele- 
ment of stigma traditionally attached to epilepsy 
has no place in any modern valid conception of 
the disorder. In other words, the convulsive 
State must be envisaged simply as one medical 
condition, among many others, to be appraised 
upon its clinical merits, broadly conceived—” 


Because all higher education must be 
prefaced by previous study it is important 
to note various attitudes, particularly in 
public school education, Lampe ® feels 
that school authorities and teachers should 
be fully aware of the epileptic child’s situa- 
tion ahead of time. This, in order that 
proper safeguards, preplanning and guid- 
ance, and an adequate understanding of 
seizure patterns may be accomplished be- 
fore stigmatization and other consequences 


40 Ibid. 

41 Ibid, 

42Lampe, John M., “Education and Epilepsy,” 
The Journal of School Health, 29(June, 1959), 
220-23. (Dr. Lampe is asociated with the Health 
Service Department of the Denver, Colo, public 
schools.) 

43 Lennox, W. G., Science and Seizures (New York: 
Harper & Bros., 1946). 

44 Op. cit. 

45Tenny, John, “Epileptic Children in Detroit 
Special School Program," Journal of Exceptional 
Children, 21(February, 1955), 162-67. 

46 Randall, Harriet B., Medical Woman's Journal, 
57(December, 1950), 12, 22. 

47 Frampton, Merle E. and E. D. Gall, eds., “Ohio 
State Study” in Special Education for the Excep- 
tional (Boston: Porter Sargent, 1956). 

48 Gibbs, F. A., A Modern View of Epilepsy (Chi- 
cago: National Epilepsy League, 1948). 

49U. S. Children’s Bureau, The Child with Epi- 
lepsy (Washington, D. C.: Government Printing 
Office, 1952), Children’s Bureau Folder No. 35. 

50 Himler, op. cit., 468, 

51 Op. cit., 220. 
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of failing to have this information may 
arise. 

Lampe ® feels that the child’s associates 
in school may be more easily interested and 
made aware of the needs and capabilities 
of the epileptic child than can adults who 
have preconceived ideas and erroneous no- 
tions about epileptics in general. 

In discussing the two basic approaches 
to the education of the children involved, 
Lampe ®* discusses homogeneous and het- 
erogeneous groupings. Basically heteroge- 
neous groupings will provide opportunities 
and responsibilities comparable to those 
that the child will face all of his life. Yet, 
because the majority as well as the minority 
have rights, he feels that some homoge- 
neous groupings may be necessary.54 Ex- 
tremely frequent seizures, demanding a dis- 
proportionate amount of teacher time, con- 
tinued ill effects on other students, etc., 
may, he feels, occasionally demand home 
teaching and complete exclusion from pub- 
lic school life. 

In discussing other obvious restrictions 

_ in school life,55 he seems to have forgotten 


62 Op. cit., 220-21. 
38 Ibid. 
54 Ibid. 


55 Ibid, 222 (swimming, rope climbing, entertain- 
ment, athletics etc.) 


56 Ibid. 
5 Ibid. 
58 Ibid. 
69 Ibid. 
60 Ibid. 
61 Himler, op. cit., 459. 
62 Ibid. 


68 Patry, F. L., “The Epileptic School Child,” New 
York State Journal of Medicine, 37(September 15, 
1937), 1553-58, as quoted by Himler, ibid., 460. 


64 Ibid., 460. 
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that all cases do not demand “routinel 
imposed exclusion” even if it is for 
“one year beyond the date of the last s j 
zure.” 56 Obviously a case history of no 
turnal seizures does not demand the s 
restriction as does a case history of sei 
at unpredictable hours of the day and 
night. al 
Having passed on to another problet 
area, that of employing epileptic personne ] 
he points to obvious limitations on bi 
driving and to such board decision areas 4 
teaching in the system at all.57 7 
After briefly mentioning such factors % 
the effects of teacher seizure on pupils, su 
posed “legal and moral implications of 1 
predictable incapacity of a responsible p 
son in a public institution,” 5° he touch 
even more briefly on the trauma expe 
enced by the individual seeking empl 
ment after preparation and expectation 0 
being employed, and the loss of “capabl 
trained individuals to an undermanned pr 
fession.” 5% Giving no analysis or interpi 
tation to the above problems he simply 
curtly states that in Denver it has not bee 
the policy to accept teachers having a reco 
of epilepsy.®° i 
Noted in Himler’s and Raphael’s stu 
of college students are certain basic 
relating to the epileptic student and hi 
education. In this study it was found 
roughly two out of every five epileptic 
dents developed this condition while i 
residence.®1 
The actual incidence of epileptic disor i: r 
(.06 per cent) 6? among the student pop 
tion was identical with the figure Patr 
found among New York public school 
dren, This actually is a minimum fig 
for the college group because of unreporté 
or unrecognized ‘cases (particularly ng 
turnal seizures) and effective prevent! 
measures by outside physicians. 


Himler ® cites Lennox’s estimate that 
0.5 per cent, or approximately 5 per 1,000 
persons, of the adult population at large 
have epilepsy. 

In a study by Lennox, McBride and 
Potter % the figures on actual density of 
epileptics per 1,000 students show some 0.48 
per 1,000 were registered, the number vary- 
ing from 0.91 in schools of 300 or less en- 
rollment to 0.38 in those with an enroll- 
ment of 1,500 or more. 

It is estimated that in the United States 
in 1950 some 2,659,021 persons were en- 
rolled in schools of higher education,®? 
while the total estimated population was 
154,233,234.68 Thus, some 1.72 per cent 
of the U. S. population was engaged in 
higher education in 1950. 

If one takes the estimated total U. S. 
epileptic population of some 0.5 per cent 
or 771,166.1 persons, and the total estimated 
epileptic persons enrolled in higher educa- 
tion, some .06 per cent of 2,659,021 persons, 
or 1,595.4, it is found that only .2 per cent 
of the estimated epileptic population is en- 
rolled as compared to some 1.72 per cent of 
total population enrolled. Thus, all other 
factors being equal (i.e., age, proper school, 
financial background, etc.) one would haye 
some eight and one-half times better chance 
to go into higher education if not epileptic 
than if epileptic. This fact is pointed out 
by Lennox 6° when he says “hindrances to 
climbing the educational ladder increase 
with its height.” 

In the study by Himler and Raphael it 
is pointed out that not only does it become 
More difficult for the epileptic to obtain a 
higher education but the adjustment prob- 
lems are definitely more trying and the 
frequency of attacks quite likely to in- 
crease,70 ‘ 

This does not mean, however, that epi- 
leptic students cannot do satisfactory col- 
| lege or university work in selected instances 
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and under adequate care and manage- 
ment." 

In relating the total number of epileptic 
to psychotic students enrolled each year 
during the period of study, Himler found 
that the totals were quite similar, There 
were more new cases of psychoses each year, 
however, indicating that often the student 
with epilepsy could remain in training, 
while those with psychoses had to be dis- 
missed.7? In the Lennox study of 1948 this 
ability to remain in school is backed: by 
the statement that— 

“Given a degree of tolerance and of co-operation 

on the part of the administration and fellow stu- 

dents, the majority of epileptic students of college 
age who are receiving treatment should, on purely 

medical grounds, be acceptable.” 73 


In the concluding portion of this paper 
an attempt will be made to analyze and in- 
terpret the statistical information concern- 
ing the incidence of epilepsy as related to 
school size, admission policy, levels of 
achievement, special services provided, ef- 
fect of seizures on the individual, total pro- 
gram and problems faced by both school 
and student in the provision and securing 


65 bid., 460. See Lennox, W. G. E. C, Gibbs and 
F. A. Gibbs, “Inheritance of Epilepsy as Revealed 
by the Electroencephalogram,” Journal of the 
American Medical Association, 118(September 9, 


1939), 1002-08. 

66 Op, cit., 597-98. 

67 U. S. Department of Commerce, Statistical Ab- 
stract of the United States, 80th Annual Edition 
(Washington, D. C.: Government Printing Office, 
1959), 122, Table 156. 

68 Ibid., 8, Table 4, 

69 Lennox, “The Higher Education of Epileptics,” 
op. cit. 

10 Op. cit., 466. 

11 Ibid., 466-67. 

72 Ibid., 461. 

78 Lennox, “The Higher Education of Epileptics,” 
op. cit. 
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of a higher education. The work of Wil- 
lard Abraham 7t and of Lennox et al.,75 
will be the basis for this discussion. 

In the Lennox survey published in 1948, 
1,676 schools in the United States were sent 
self-addressed, stamped envelopes by the 
American Epilepsy League. Of these, 79 
per cent, or 1,331, replied: those failing to 
reply were usually “those with small en- 
rollments.” 76 The total enrollment of 
those replying amounted to some 950,000 
of the approximately one-million total U. S. 

| college and university enrollment in 1946.77 

Generally, greater reluctance to epileptic 

enrollment was found in the smaller 

schools.78 Possibly this reflects the fact 
that many larger schools have full-time 
medical staffs, where smaller schools do not. 
The admission policy, as revealed in this 
study, showed 44 per cent of the schools to 
have no rule; 21 per cent admitted epilep- 
tics conditionally; 14 per cent refused ad- 
mission; and 21 per cent did not return the 
questionnaire. Types of schools varied 
in their acceptance policy.7? In military 
schools, none accepted; theology, 6 per cent; 
art and music, 12 per cent; and schools of 
arts and sciences, 28 per cent. It is inter- 
esting to note that such military leaders as 
_ Julius Caesar, Alexander the Great, and 
possibly Napoleon would be unacceptable 


™4Abraham, Willard, “Educational Problems of 
College Age Persons with Seizures,” Journal of the 
International Council for Exceptional Children, 
22(January, 1956), 147-51. 

_ 75 Lennox, “The Higher Education of Epileptics,” 
op. cit. 
16 Ibid. 
17 Ibid., 597. 
18 Ibid. 
19 Ibid. 

-80 Ibid. 
81 Ibid., 598. 
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candidates today. Also, Canon 984 of t 
Roman Catholic Church forbids priestho 
to any and all past and present epileptics 

Because more small colleges, theolo; 
normal and technical schools are locat 
the eastern states, this explains, in pa 
least, the higher percentage (26 per ce 
eastern schools over other sections ab 
lutely rejecting epileptic enrollment. 

The actual picture of epileptic en 
ment has been clouded by several fa 
Seizures beginning after enrollment, 
lastically eligible individuals not appl 
deliberately heightened requirements” 
those schools indicating a willingne 
accept such students, plus reversals of ù 
favorable admission policies have led to 
clouded picture. 

In reality, the actual density per 
Students favors the small college. ©. 
schools reporting, 417 per year, or 0.4 
1,000 students were registered. Of thé 
0.91 per 1,000 students were foun 
schools whose enrollments were 300 or 
0.57 in those reporting enrollments of $í 
to 1,500 and 0.38 in those schools enroll it 
1,500 or more.81 

Of various specified conditions of @ 
ceptance: 

69 per cent specified that the studé 
must be under “adequate medic 
66 per cent said seizures must be mo 
erate; a 
59 per cent demanded parent respa 
sibility for accidents; h 
51 per cent demanded. preinformati 
concerning illness; } 
18 per cent demanded special room 4 
rangements. 


Teachers colleges were more insistent 
adequate medical care; arts and scien 
stipulated the above order; junior a 


leges were more insistent upon mild sei- 
zures and parent responsibility; and tech- 
nical and theological schools largely 
demanded prior discussion of the case. To 
the 50 schools who absolutely rejected en- 
rollment of epileptics could be added others 
who -used “unofficial persuasion and ad- 
E vice.” 

The’status of student work showed that 
76 per cent of epileptics did favorable work 
_ in thosesinstitutions answering this question 
while 24 per cent were doing unfavorably. 
In schools conditionally admitting epileptic 
students this percentage of favorable work 
rose to 86 per cent. 

In Abraham's study, published in 1956, 
the past studies of Lennox and others were 
reviewed. Although the survey was not as 
extensive as that by Lennox, several signifi- 
cant factors were pointed out. Of 44 insti- 
tutions reporting, 37 (84 per cent) said that 
there was no observable difference in intel- 
d lectual capacities. This would seem to rein- 
force the Collins study, mentioned earlier. 
As to sex incidence, 13 per cent found more 
among women; 36 per cent found no ob- 
servable difference; and 51 per cent found 
More among men. Many felt, however, 
that their replies were based upon too in- 
sufficient an enrollment to be of sound basis 
for further conclusions. 

_ Epileptic students participated (although 
to a lesser extent according to this study) 8° 
in athletics, publications, dramatics, and 
music and art activities. This would seem 
| to validate the writer’s criticism of Lampe’s 
© blanket exclusion for epileptic students in 
| these various activities unless seizure symp- 
toms were entirely absent a year. 
It was found in this study ê that epilep- 
tic students were preparing for most profes- 
sional occupations (i.e. accounting, engi- 
neering, agriculture, library work, teaching, 
d chemistry, law, etc.) 
_ Because of the succinct nature of Abra- 
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ham’s general conclusions, they are repro- 
duced here, in toto: 


1. “All colleges and universities do not 
adhere to the philosophy of equal edu- 
cational opportunity for every child as 
far as epileptics are concerned; 

2. There should be united efforts of state 
departments of education, colleges and 
universities to seek interest, co-opera- 
tion and understanding of the general 
purity and of the faculties and student 

odies; 

3. Counseling techniques could be im- 
peared with the following kinds of in- 

ormation available to the counselor of 

the epileptic student; 

a. The nature of the illness 

b. Emotional problems as they relate 
to Sere 

c, The value of consistency in therapy 

d. Employment opportunities 

e. Special legislation pertaining to epi- 
leptics 

f. Marriage and bearing children 

g. The effectiveness of modern medi- 
cine in the control of epilepsy 

h. Knowledge of the findings of recent 
research in the field of epilepsy 

4, Printed information on recognizing the 
attacks and what to do in the event of 
seizures should be available to all fac- 
ulty personnel; 

5. Sound public relations programs need 
to be put into effect; 

6, Academic guidance programs (curric- 
ulum, load, choice of subjects) should 
be organized to meet the special needs 
of individual epileptic students; 

7. Special consideration for housing 
should be a concern of the institution; 

8. Follow-up studies or information con- 
cerning what is happening to the epi- 
leptic students after leaving college 
would aid in planning desirable pro- 
grams for epileptics currently en- 
rolled.” 


82 Abraham, op. cit., 150. + 
83 Ibid. 
84 Ibid. 
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<: While it is true, as Lennox points out,®> 
that a three-fold increase in epileptic enroll- 
ment would still present only one-half or 
fewer epileptics per college and university 
in the United States, this thought of self- 
protection (i.e, keep enrollment down) on 
the part of many schools deprives at least 


85“The Higher Education of Epileptics,” op. cit., 
626. 
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three times the number of presently en- 
rolled epileptics of college age, having both 
intelligence and other satisfactory qualifica- 
tions needed, from attending school each © 
year. . 3 

Meeting the increased need for providing 
knowledge, skills, and self-confidence, ac- 
quirable only through advanced training 
and counseling, stands as a ready cĦàllenge 
to educational and counseling agencies in 
the United States today. “i 


i JOHN ALTROCCHI, Pu.D. 
" CARL EISDORFER, PH.D. 


lic reactions to mental illness, Nunnally 
and Osgood (7) have set forth a number of 
propositions concerning transmission of 
information about and change in attitudes 
_ toward mental illness. 
For instance, they propose that attitude 
_ changes may occur as a function of in- 
creased information about mental illness, 
the certainty expressed in a message and 
through contact with the mentally ill. The 
Studies reported in this paper were designed 
to explore changes in favorableness of at- 
titudes toward mental illness as a function 
of didactic instruction about mental illness 
and intensive clinical experience directed 
toward the learning of psychotherapeutic 
behaviors with patients. 


From their extensive investigations of pub- 


— 


STUDY I: METHOD AND RESULTS 


Three Duke University undergraduate 
summer school classes were the S’s of the 
first study. The experimental group (Œ) 


Changes in attitudes 


toward mental illness 


'(N=14) was a class in abnormal psychology 


taught by one of the authors. One control 
group (C,)(N=8) was a class in industrial 
management in the Department of Eco- 
nomics, ‘These students received no in- 
struction about mental illness. 


Oo 
Drs. Altrocchi and Eisdorfer are assistant professors 

of medical psychology in the Department of Psy- 

chiatry and assistant professor and. lecturer, re- 

spectively, in the Department of Psychology at Duke 

University, Durham, N. G; 

An earlier version of Study I of this paper was 

presented at the meetings of the Southeastern Psy- 

chological Association in April, 1959. A summary 

of Studies II and III was presented at the meetings 

of the American Psychological Association in Sep- 

tember, 1960. Portions of these studies were sup- 
ported by a grant from the Duke University Re- 

search Council and by Grant M-1599 from the Na- 
tional Institute of Mental Health. 

The authors are indebted to the investigators of 
the latter project and to Jum Nunnally, Henry 
Weitz, Herbert Hahn, Herman Turk and Louis 
D. Cohen for their help. 
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A second control group (C,)(N=8) was 
a class in personality development in the 
Department of Education, this course giv- 
ing only minor emphasis to mental illness. 
All groups were tested at the beginning 
and end of the six-week courses. 

The first instrument used—entitled “In- 
formation Questionnaire” for this study— 
was constructed by Nunnally and his co- 
workers (3,5) to assess general mental 
health information. S’s were asked to rate, 
on a seven-point scale, their agreement 
with 40 such statements as: “Mental health 
is largely a matter of trying hard to con- 
trol the emotions,” and “A change of cli- 
mate seldom helps an emotional disorder.” 

The two scoring criteria used were: 1) 
the mean scores of Nunnally’s experts (3) 
on the 10 items on which the experts 
agreed most highly and; 2) the mean rat- 
ings of five clinical psychologists (who did 
not always agree closely), including both 
of the authors, on all 40 items. 

The second instrument used to assess’ in- 
formation—entitled “Personality. Descrip- 
tions” for this study—is described by Cum- 
ming and Cumming (1) and has been used 
by Nunnally (5). There are thumbnail 
sketches of six people, all manifesting some 
mental illness or diagnosable emotional 
difficulty. For instance: 

“A young woman in her twenties, Betty Smith, 

has never had a job, and she doesn’t seem to want 

to go out and look for one. She is a very quiet 
girl. She doesn’t talk much to anyone—eyen her 
own family—and she acts as if she were afraid of 
people, especially young men her own age. She 
won't go out with anyone, and whenever some- 
one comes to visit her family, she stays in her 
own room until they leave. She just stays by 


herself and daydreams all the time and shows 
no interest in anything or anybody.” 


Subjects were asked to supply written 
answers to such questions as: “What do 
you think makes her act this way?” 
“Would you say this woman has some kind 
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of mental illness or not?” “Would you 

say that the mental illness she has is a 

serious one or not?” In a scoring system 
developed for this study, each of the six 

sets of written answers was given one point 

each for recognition of mental illness, rec- 
ognition of severity, minimal diagnostic 
or dynamic understanding, and fairly com- 
plete conceptual understanding. Thus 
there was a maximum of four points for 
each personality description and 24 for the 
whole set. All protocols of the students 
were coded to disguise the identity and 
pre- or post-status of S’s. The investigators 
independently scored a sample of seven 
protocols, achieving a rank order corre- 
lation of 91. All protocols were then 
scored by one of the authors. 

Attitudes were measured by a semantic 
differential instrument modeled after sim- 
ilar instruments used by Osgood (8) and 
Nunnally (5). Six concepts were rated: 
Average Man, Average Woman, Neurotic 
Man, Neurotic Woman, Insane Man, In: 
sane Woman. The evaluative factor was 
represented by 13 scales (e.g. good... 
bad), the potency factor by 2 scales (e.g. 
strong . . . weak), the activity factor by 
2 scales (e.g. slow . . . fast) and the under- 
standability factor by 3 scales (e.g. mysteri- 
ous . . . understandable). 

The mean discrepancy between Nun- 
nally’s experts and subject groups (pre 
course) on the 10 Information Question- 
naire items on which the experts agreed 
most highly was compared with the mean 
discrepancy (postcourse) for each group: 
No group changed significantly (for E, t= 
1.48; for C,, t=.50; for Co, t=1.88). This 
analysis thus provided no evidence that any 
group of S’s acquired additional informa- 
tion about mental illness from their sum- 
mer school course. The probable reason 
is that most of S’s initially differed very 
little from the experts on these items. 
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The number of items on which each § 
moved closer after the courses to the mean 
of the five psychologists’ ratings of all 40 
items was also used as a score to indicate 
increase in information. The mean scores 
were E=11.64, C;—=10.75, and C,=11.14. 
The distributions of scores were almost 
entirely overlapping, so that again the In- 
formation Questionnaire reflected no in- 
crease in information about mental illness 
for any group. 

Figure 1 shows the mean scores on the 
Personality Descriptions pre- and post- 
courses for all groups. In an attempt to 
obtain a gross estimate of the extent to 
which these subjects differed from a sam- 
ple of the general public, the data pre- 


FIGURE 1 


Mean scores on the. Personality 
Descriptions for all groups pre- 
and postcourse in Study I 
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*As calculated from data in Cumming and Cum- 
ming (1). 


ALTROCCHI AND EISDORFER 


sented by Cumming and Cumming (1) for 
their modal Canadian § were scored ac- 
cording to the procedures described above. 
This score is included in Figure 1. | 

A Lindquist (2) Type I analysis of vari- 
ance of these scores was carried out. 1 
While the specific change for E compared 
to C; and C, was not significant with N’s 
so small (F for treatments X groups inter- 
action—1.22, NS), the significant group 
differences (p<.01) and treatment effect 
(p<.05) demonstrate that, at least after 
the courses, differences among the groups 
were clearly enough reflected on this in- 
strument to make it possible to investigate 
whether attitude differences were associ- 
ated with these postcourse differences in 
information. 

The mean scores for each group on the 
semantic differential factors for the six 
concepts were calculated.1 It was immedi- 
ately apparent that E's postcourse attitudes 
were not more favorable than those of C, 
and Cy, In fact, for 11 of 16 comparisons, 
E was lower than one or both of the C 
groups. Only for the understandability 
factor was there a tendency for E to mani- 
fest more favorable postcourse attitudes. 
Change was assessed by use of the Wil- 
coxin matched-pair signed rank test (9). 

While there were scattered changes sig- 
nificant at p=.05 in the favorable direc- 
tion for the control groups (3 of 48), there 
were no significant changes in the favor- 
able direction for the E group. The sig- 
nificant changes for E were all in the lower 
direction on the activity factor. 


STUDY II: METHOD AND RESULTS 


The same semantic differential was admin- 
istered to six groups (N=75) of senior 


ee eu E: VAE IIT, 
1Mimeographed copies of all tables for these 
studies may be obtained on request from Drs, 
Altrocchi and Eisdorfer. 
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nursing students from the Duke Univer- 
sity School of Nursing who were under- 
going 12 weeks of intensive, full-time 
training in psychiatric nursing. This 
training was psychodynamically and psy- 
chotherapeutically oriented and included 
didactic lectures and conferences concern- 
ing psychiatry and psychopathology, ' con- 
tact with many psychiatric patients and, 
especially, daily intensive contact with one 
to three patients, and supervision aimed 
at helping the student become more aware 
of the dynamics underlying her own and 
her patients’ behavior. 

Four groups (total N=49) made pre- 
and post-training ratings. Two additional 
groups (total N=26) made only post-train- 
ing and then follow-up ratings (six weeks 
later) in order to assess the persistence of 
anticipated attitude changes resulting from 
the training for a period immediately fol- 
lowing training as well as to determine 
whether attitude changes might occur in 
the post-training period. 

The mean semantic differential factor 
pre: and post-training scores for all groups 
on all 6 concepts were calculated.1_ Using 
the Wilcoxin test, only 2 of 48 changes 
were significant in the positive direction 
at p=.05 for the “Average Man” and “Ay- 
erage Woman” concepts, but 19 of 96 were 
significant in the positive direction at 
p=.05 for the “Neurotic” and “Insane” 
concepts (2 others. were significant in the 
negative direction). 

The favorable changes were not uni- 
form across groups, concepts or factors. 
As ‘might be expected, the groups tested 
only at post-training and follow-up showed 

_ fewer changes (3 of 32) than did the other 
groups from pre- to post-training (16 of 
64). 

Changes were more frequent for “Neu- 
rotic” and “Insane Woman” (14 of 48) 
than “Neurotic” and “Insane Man” (5 of 
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48). Changes were more frequent for the 
evaluative factor (7 of 24) and especially 
the understandability factor (10 of 24) than 
for the potency factor (2 of 24) and activity 
factor (2 of 24 in the negative direction), 


STUDY III: METHOD AND RESULTS 


In an attempt to move from assessing at- 
titudinal reactions to abstract concepts like 
“Insane Man” and toward assessing atti- 
tudinal reactions to real people, and fol- 
lowing one of Nunnally’s (5) suggestions, S’s 
in the third study were asked to react to 
seven personality sketches—the six from the 
Personality Descriptions (see the first study) 
and another designed to depict a rela- 
tively healthy person: 


“Sarah Black is a young woman who seems hap- 
pily married and has three children. Before her 
marriage she taught in a primary school. Once 
in a while she and her husband have quarrels 
but they seem able to work these problems out, 
She is occasionally irritable with one of her 
children but usually seems patient and loving. 
She gets a lot of pleasure from painting and 
piano playing in her spare time. She is usually 
optimistic and enjoys living.” 


The S’s were six groups (N=48) of sen- 
ior nursing students before and after psy- 
chiatric nursing training, groups similar to 
those in the second study. The semantic 
differential scales administered were the 
same as in the first two studies, differing 
only in that the evaluative factor was rep- 
resented by 3 instead of 18 scales. The 3 
were selected on the basis of highest load- 
ings on the factor in the original studies 
by Osgood, et al. (8). 

The semantic differential data for all 
groups on all seven personality sketches 
were analyzed using the Wilcoxin test, as 
before.t_ There were no significant changes 


for Sarah Black (the healthy sketch) but 
17 significant changes (out of 144) in the 1 
positive direction (and 2 in the negative i 


i 


' the changes were not uniform across 
“groups, sketches, or factors. Group differ- 
ences have occurred many times with these 
_ S's and have remained unexplained. There 
{were more changes for FJ, a paranoid, (6 
} of 24), BS, a very withdrawn girl—see 
T above—(4 of 24), and BG, a delinquent 
boy, (4 of 24), than for BW, an alcoholic 
" man, (2 of 24), GB, an obsessive man, (1 
of 24) or MW, a mildly phobic girl, (2 of 
_ 24 in the negative direction). 
| As in the second study, however, signifi- 
| cant changes were more frequent for the 
evaluative factor (5 of 36 in the positive 
‘direction and 2 in the negative direction) 
and especially the understandability factor 
(8 of 36) than for the potency factor (4 of 
36) and activity factor (1 of 36). 


_ DISCUSSION 


” the proposition that increased information 
" Tesults in favorable attitude change. De- 
"Spite the increased information resulting 
T ftom a course in abnormal psychology (re- 
“flected in the higher postcourse scores on 
_ the Personality Descriptions), the experi- 
| Mental group showed no more favorability 
_ Of attitudes (postcourse) than did the con- 
} trol groups and showed no significant 
Changes in the favorable direction. 
» It seems reasonable to postulate that 
"these S’s had already accrued from their 
| Middle- and upper-class milieu a great deal 
of information about mental illness. The 
k data for the Personality Descriptions indi- 
| “ate that the estimated performance of the 
“Modal Blackfoot Canada subject is con- 
Sider ably below that of the S’s in this study. 
On the Information Questionnaire the 
Present Ss were. hardly distinguishable 
| from the experts. 

‘Thus, while Nunnally and Osgood (7) 
Mave demonstrated that favorable attitude 


The results of the first study do not support © 
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change occurs where information. is sup- 


plied to S's with relatively low levels of 

information, positive attitude change. at 

higher levels of education and information 

may be related to other factors such as — 
more intensive experiential training, 

The second and third studies were de- 
signed to assess the effects of more intense 
training and personal experience with men- 
tal patients. In these studies there were 
a number of significant changes in the fav- 
orable direction in attitudes toward mental 
illness as reflected in the semantic differ- 
ential factor scores. 

The question arises as to whether the 
changes could have resulted from a. test- 
retest phenomenon—i.e, S’s giving more 
favorable reactions simply because they 
were taking the instrument a second time. 
Two pieces of evidence argue against such 
an interpretation. 

First, if such a phenomenon were oper- 
ating in the second and third studies, 
would it not have operated in the first 
study? Second, if such a phenomenon 
were operating in the second study, one 
would expect the initial scores of the 
groups who were first tested post-training 
(and then six weeks later) to be closer to 
the pretraining than to the post-training 
scores of other groups. This did not oc- 
cur. Thus, it does not seem likely that 
the changes were due to a testretest phe- 
nomenon. 

The patterns of significant changes and 
consistencies between the second and third 
studies appear important, While changes 
occurred more frequently with female than 
male concepts in the second study, such 
a pattern was not apparent in the third 
study. There seemed to be a pattern in 
the third study for changes to occur more 
often regarding sketches involving more 
severe (or more apparent) psychopathol- 
ogy, but such changes did not occur more 
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- frequently in response to the “Insane” than 
the “Neurotic” concepts in the second 
study.? There were few changes for con- 
cepts of “Average Man” and “Average 

` Woman” in the second study and no 
changes appeared for the healthiest sketch 
(and for MW, generally perceived as the 
next healthiest; Cumming and Cumming, 
1, in the third study. 

Finally, and more probably most impor- 
tant, in both studies changes were more 
frequent for the understandability and 
evaluative factors than for the potency and 
activity factors. This last pattern seems 
particularly relevant because it is quite 
debatable whether favorable changes 
would be reflected by increases or decreases 
on the potency and activity factors, par- 
ticularly for females, 

Thus a relatively clear pattern of changes 
emerged from the results of the second and 
third studies. Slight changes (rarely more 
than a point on a seven-point scale for 
any group) occurred on the understanda- 
bility and evaluative factors for several 
of the concepts or sketches reflecting psy- 
chopathology and few changes occurred for 
concepts or sketches reflecting normality 
or health. 

Similar changes, however, were not at 
all apparent in the E group in the first 
study, The training in all the studies in- 
volyed didactic instruction in mental ill- 
ness, but training in the second and third 
studies differed by being a full-time ex- 
perience over a longer period, by empha- 
sizing personal growth and the learning 
of therapeutic behaviors and a professional 
status and role, and by including consid- 


2 Although there was virtually no difference in 
the number of changes for “Neurotic” and the 
number of changes for “Insane” concepts, atti- 
tudes toward “Insane” concepts were consistently 
less favorable. 
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erable contact with mental patients. These 
results suggest that it is important to clar- : 
ify further whether more time, experien- 
tial training directed toward the adapta- 


tion of certain patterns of behavior, or 
contact with patients (7) or a combination 
of these is most responsible for attitude 
changes. 

Assessment of mental health attitude 
changes in people like those of the present 
studies, advanced students in undergradu: 
ate and nursing schools, would seem to be. 
particularly important because it is such 
people who are likely to become key care- 
taking individuals or leaders in communi- 
ties. 

Positive attitudes toward mental health 
problems and mental illness in such peo- 
ple are important for support of mental 


health goals and may affect the general | 


population in many ways (10). It is ap- 
parent that while the S’s in the present 
studies appeared to have a high level of 
information about mental illness, they did 
not show markedly different attitudes from 


the general population (5). For S’s posses: | 
sing considerable information (reflecting | 


higher educational achievement and in 


telligence and middle and upper socio- | 


economic status) it may be that an increase 
in information about mental illness is not 
a sufficient condition for favorable changes 
in attitudes toward mental illness, but that 
contact with patients, specific training in 
dealing with such patients, and/or super 
vision. directed toward self-understanding 
may be necessary in addition (or perhaps 
instead). 

Some remarks on the four instruments 


used in these studies appear to be war- | 


ranted. The Information Questionnaire 
is easily administered, but the criteria aré 


a function of consensual validation and €x- 
Also it may | 


sometimes assess “opinions” rather than 


perts do not always agree. 


Changes in attitude toward mental illness 


information (e.g. “Women are as emotion- 
ally healthy as men.”) 

In the first study no increase in Informa- 
tion Questionnaire scores was reflected in 
students who performed very well in a 
course in abnormal psychology. Thus, ex- 
cept for highlighting gross inadequacies 
of mental health information, the useful- 
ness of the Information Questionnaire may 
be quite limited. The Personality Descrip- 
tions, as scored here, seem useful for re- 
flecting increases in information about 
mental illness at high levels of education 
and information, but administration and 
scoring are more difficult and the scoring 
heavily weights knowledge of psychiatric 
language. 

Furthermore, rank-order correlations be- 
tween scores on this instrument and scores 
on the Information Questionnaire were 
-38 pre- and .40 postcourse in the first 
study, so that these two instruments may 
measure somewhat different kinds of in- 
formation. Since information regarding 
mental illness would appear to be wide- 


. Tanging in scope, more precise specification 


of the nature of such information seems 
necessary in future work. The semantic 
differential is simpleqand quick to admin- 
ister but provides a mass of data which is 
unwieldy to analyze. In addition, as used 
in this context, it probably does not al- 
ways reflect attitudes alone. Thus, whether 
neurotic men are happy or sad, for in- 
stance, is potentially verifiable informa- 
tion. 

Finally, how far and in what direction 
attitudes are clearly favorable is debatable, 
especially for the potency and activity fac- 
tors for females. The use of semantic dif- 
ferential scales to assess reactions to brief 
personality sketches, as in the third study, 
however, may have considerable potential. 
In such an important new area, useful in- 
struments are vital. Nunnally and Os- 
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good and their co-workers have done in- 
valuable service in constructing the instru- 
ments used here, but improvements and 
new instruments might be even more use- 
ful. 


SUMMARY 


Three studies were carried out to assess 
changes in favorableness of attitudes to- 
ward mental illness as a function of in- 
creased information about mental illness 
and psychotherapeutic training. Attitudes 
were measured by a semantic differential, 
In the first study with three small summer 
session classes, attitudes toward concepts of 
“Neurotic Man,” “Neurotic Woman,” “In- 
sane Man” and “Insane Woman” did not 
change in the favorable direction, In the 
second study with 75 nursing students un- 
dergoing training in psychiatric nursing, 
a number of significant changes in the 
favorable direction were found for atti- 
tudes toward the same concepts. 

In a third study with 48 similar nursing 
students, but assessing attitudes toward 
personality sketches of people with emo- 
tional problems, a number of significant 
changes were found again. In both stud- 
ies changes were most apparent in the un- 
derstandability and evaluative factors of 
the semantic differential. 

It is postulated that, with people in the 
advanced stages of college and nursing 
training who are relatively well-informed, 
favorable changes in attitudes toward men- 
tal illness are not likely to result from in- 
creased information alone but may result 
from training which also includes contact 
with patients and the learning of psycho- 
therapeutic behavior. 
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Some reflections on learning 


The teaching-learning process has been an- 
alyzed and studied with regard to the 
nature of the learner, the type of objectives, 
the method or media of instruction and the 
role of the teacher. These topics have been 
studied by investigators within a psycho- 
logical framework, within a sociological 
framework and within an eclectic frame- 
work. This author would like to suggest 
that there are many developments in the re- 
lated fields of child care, psychiatry and 
Psychoanalysis which have interesting im- 
plications for the teaching-learning process. 
The purpose of this paper, then, will be to 
point out some of these findings and their 
implications for the teaching-learning proc- 


7 ess, 


In order to simplify the task of this paper, 
but, in addition, to highlight certain as- 
pects, only two component parts of the 
teaching-learning process will be examined, 
namely: 

1. The student's personality and how it 
influences learning, and 


and personality 


2. The teacher's personality and how it 
influences learning. 


(It is true that although the examination 
and presentation of material in these two 
arbitrarily though logically designated sec- 
tions may not do justice to the complexity 
of the actual process, this separation does, 
however, aid our initial understanding.) 

There are, of course, many aspects of a 
student's personality that are of importance 
for educators; however, two topics only will 
be given consideration. These are the stu- 
dent’s real behavior and the student's pro- ~ 
jections onto the teacher. 

The student's real behavior is an impor- 
tant element in affecting learning. The 
conception of personality development 
which may be of significance in providing 
insight into the learner’s behavior.is that 
which psychoanalysis has suggested. The 
stages of personality development, accord- 


—— 
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ing to the psychoanalyst, are designated as 
oral, anal, phallic, latency, genital. 

Erik Erikson, the psychoanalyst, has sug- 
gested another way of viewing the develop- 
ment of personality. He lists eight com- 
ponents or stages as essential to the develop- 
ment of a healthy personality. These eight 
components are a sense of basic trust, a 
sense of autonomy, a sense of initiative, a 
sense of industry, a sense of identity, a 
sense of intimacy, a sense of parenthood 
and a sense of integrity. The relationship 
‘between Erikson’s components and the 
Freudian conception is obvious. Because 
we are concerned with schooling, only the 
first five of these components will be dis- 
cussed in this section of this paper. 

Trust, the first sense, is an attitude to- 
ward oneself and the world and is derived 
from experiences during the first year of life. 
This sense of trust is related to the oral 
period of development. At this stage the 
child lives with his mouth, which is of 
major importance. Experiences of being 
hungry, receiving food, and consequently 
being relieved and comfortable are essen- 
tial. If this stage is satisfactorily completed, 
the child learns to trust others and to trust 
himself. 

The second component, the sense of 
autonomy, develops during the second and 
third years of life. The significance of this 
Stage lies in the development of the mus- 

. cular system of the body. During this 
period, the muscles that “hold on” and 
“let go” are developed along with the mus- 
cles and skills used in walking, talking and 
manipulating. This sense is related to the 
anal period of development. Mutual regu- 
lation goes on between adult and child 
so that self-control is developed without 
loss of esteem. 

The third component of a healthy per- 
sonality, the sense of initiative, develops 
during the fourth and fifth years of life. 
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The child is on the go; vigorous and inde- 
pendent he moves under his own power. 
This component is related to the phallic 
period. The child begins to see Mother and 
Father in a new way. The little boy sees 
Mother as someone he wishes to love and 
possess exclusively. As for the little girl, 
it is Father she wishes to possess. These 
conflicts must be resolved or the child is 
slated for difficulty. It is at this point, too, 
that the conscience or superego is becom- 
ing established. 

The fourth component, the sense of in- 
dustry, develops during the sixth to twelfth 
years. According to Erikson, “the child 
wants to be shown how to get busy with 
something and how to be busy with 
others” (1). Children at this stage want play 
and fantasy but they also want work and 
reality. The sense of industry is related to 
the latency period. The child during this 
period appears to be a more civilized per- 
son. The child is “educable.” An inner 
balance in the personality structure has 
been achieved between the id and ego. 

The fifth component of a healthy per- 
sonality comes during the early adolescent 
years. The youth is flooded by instinctual 
energy. The balance between the id and 
ego is being disrupted. In addition, the 
youth is determining who he is. He iden- 
tifies with a number of people, occupations 
and behaviors and eventually integrates all 
these separate identifications. This sense, 
along with the sixth sense, intimacy, the 
seventh sense, parenthood, and the eighth 


sense, integrity, is related to the genital | 


period of development. 

Anna Freud has some insightful com- 
ments about adolescence which will be of 
help to us also. She states: 

“|... the ever recurrent question whether the 


adolescent upheaval is welcome and beneficial as 
such, whether it is necessary and, more than 


that, inevitable. On this point, psychoanalytic 
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opinion is decisive and unanimous, The people 
in the child's family and school, who assess his 
state on the basis of behavior, may deplore the 
adolescent upset which, to them, spells the loss 
of valuable qualities, of character stability, and 
of social adaptation. As analysts, who assess per- 
sonalities from the structural point of view, we 
think otherwise. We know that the character 
structure of a child at the end of the latency 
period represents the outcome of long drawn-out 
conflicts between id and ego forces. The inner 
balance achieved, although characteristic for each 
individual and precious to him, is preliminary 
only and precarious. It does not allow for the 
quantitative increase in drive activity nor for the 
changes of drive quality which are both insepara- 
ble from puberty. Consequently, it has to be 
abandoned to allow adult sexuality to be inte- 
grated into the individual's personality. The so- 
called adolescent upheavals are no more than the 
external indications that such internal adjust- 

ments are in progress’ (2). 

What are some of the implications for 
learning from this conception of the de- 
velopment of the child? One implication is 
that the student’s real behavior sets limits. 
The sense of industry, ages six to twelve, 
is the time when the student is ready and 
eager to learn the reading, writing and 
other intellectual skills that adults use in 
the world of work. This is the time when 
the school can and should emphasize knowl- 
edge and intellectual skills. Because the 
child is stable, he is ready for schooling. 
Similiarly, the adolescent’s behavior also 
sets limits. The upsetting of the inner bal- 
ance results in swings of mood and be- 
havior, The adolescent will behave incon- 
sistently and unpredictably. The task for 
him at this stage is to begin developing the 
Structure the adult personality is to take. 

Much energy is going into bringing about 
a new resolution between the id and ego; 
consequently intellectual performance and 
development may not manifest the stable 
development that teachers wish. However, 
even though the adolescent behaves incon- 
.. Sistently (and frequently inconsiderately 
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from the teacher’s viewpoint) the school 
can have as its aim the development of the 
intellect. As has been pointed out by work- 
ers in the field, direct mastery of the ado- 
lescent’s problems is not available to him. 
The only alternative is mastery through 
thought. Therefore, the development of 
the intellect should be emphasized. Think- 
ing, according to Bettelheim, strengthens 
the adolescent's ego, while action usually 
weakens it by defeat because he cannot yet 
act successfully with regard to his pressing 
biological, emotional and cultural prob- 
lems. The school, by emphasizing the de- 
velopment of the intellect indirectly, aids 
in the structural reorganization of the per- 
sonality at this difficult time. 

The students projections onto the 
teacher are also important elements in af- 
fecting learning. Every one who has taught 
has been made aware of the tremendous 
strength of some of the impulses students 
transfer to teachers. This is true at all 
levels—elementary, secondary and higher. 
This transference may appear more obvious 
at the elementary level but it is similarly 
found at the secondary and higher levels. 
Some of these transferences may enhance 
learning whereas others may diminish learn- 
ing. 

Common illustrations are the kinder- 
garten youngster who throws her arms 
around teacher saying, “I love you; do you 
love me?” Or there is the youngster in 
second or third grade who is always wanting 
to be with teacher and comes in to clean 
up the room, walks teacher to her car, or 
does errands for her. Or finally, the ado- 
lescent boy or girl with the crush on the 
new, attractive high school instructor and 
who may manifest it by much daydreaming, 
by antagonism, by wise-cracks, etc. 

According to the psychoanalysts, trans- 
ference is a displacement of affect from one 
object to another. These reactions of an 
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‘individual stem from earlier experiences 
with significant individuals—parents, sib- 
lings and others—during early formative 
years. These feelings are primarily a result 
of the individual’s personality and are not 
due to the environment nor to the people 
in the environment. If a teacher can re- 
member this she will not be overwhelmed 
by these strong, unanticipated, uncalled-for 
reactions. The teacher should know that 
they are not a result of her behavior. Con- 
‘sequently, she will be able to accept the 
student’s behavior and deal with it appro- 
priately. 
The-analysts can help the teacher, too, in 
knowing how to deal appropriately with 
_ the learner. One idea analysis has given us 
pertains to the role of the analyst. Accord- 
ing to the psychonanalysts, the role of the 
analyst is that of an objective, understand- 
ing, accepting, nonevaluating, trained adult 
whose purpose is to help the client recog- 
nize and understand himself. To the extent 
that the analyst is objective, understanding 
and accepting, he is able to be helpful to'a 
client. The teacher following this concept 
should be objective, understanding, accept- 
ing of the learner’s feelings, thoughts and 
attitudes. She should be able to accept the 
feelings, positive as well as negative, of the 
learner. It should, of course, be made clear 
that because the learner reacts to the teacher 
as a mother, as a love object, as a brother, 
it does not follow that the teacher must 
respond accordingly. * 
In fact, the teacher is to be as reality ori- 
ented as the analyst is, for she is not the 
mother, not the love object, not the brother. 
However, the teacher should be able to ac- 
‘cept these feelings, for to the extent that 
she accepts these feelings, thoughts and at- 
titudes, the learner feels free to develop. 
The advantage to the learner in feeling 
free to develop is that he does develop and 
learn and consequently is able to master 
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more and more of his environment. And 
this increases the strength of his ego. | 

There are, of course, many aspects of a 
teacher's personality that are of importance 
for educators; however, only four will be 
given consideration in this paper. These 
are the teacher's real behavior, the teacher's 
understanding and acceptance of the stu- | 
dent’s personality and emotional needs, the 
teacher’s understanding and acceptance of 
her own personality and emotional needs 
and the teacher's ability to become emo- 
tionally involved with students. 

It is probably wise to remind ourselves 
that there have been master teachers prior 
to the advent of psychoanalysis and that 
there are excellent teachers now who are 
totally unfamiliar with current psychoana- 
lytic theory. However, psychoanalytic 
theory may enable us to understand how 
these teachers behave and how to account 
for such excellence. Then, too, psychoana- 
lytic theory may enable the ordinary teacher “ 
to improve his effectiveness. This is, of 
course, assuming that the teacher already | 
has mastered a sufficient number of per- 
sonal anxieties. : 

The teacher's behavior has, of course, 
gone through the same developmental stages J 
described for the learner as well as some ad- 
ditional ones, depending somewhat upon | 
certain factors. 

Continuing with Erikson’s type of ana- | 
lysis, the sixth component of a healthy pet 
sonality is that of intimacy. This is possible 
only after identity has been attained to 
some extent. Intimacy is sought in friend- | 
ships, combat, leadership, love and inspira- 
tion. While sexual intimacy is a part of | 
this, it is not the whole. These intimate | 
relations must be accomplished by means 
of one’s own resources; that is, on the basis 
of a sure identity. i F 

The seventh stage of a healthy person 18 | 
that of parenthood. This sense includes the 
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sexual mates who combine their personal- 
ities and energies in the production and 
care of offspring. Erikson, however, prefers 
the term. “generativity,” which is, as he 
states: 
“primarily the interest in establishing and guid- 
ing the next generation, although there are peo- 
ple who, from misfortune or because of special 
and genuine gifts in other directions, do not apply 
this drive to offspring but to other forms of al- 
truistic concern and of creativity, which may 
absorb their kind of parental responsibility” (3). 


The eighth stage of development is that 
of integrity. Only the individual who has 
successfully mastered the tasks of the pre- 
vious stages of development is ready and 
able to accomplish this task. This stage, 
according to Erikson, involves many things 
but, essentially: 

“It is the acceptance of one’s own and only life 

cycle and of the people who have become signifi- 

cant to it as something that had to be and that, 

by necessity, permitted of no substitutions . . . 

a new different love of one’s parents, free of 
` the wish that they should have been different, 

and an acceptance of the fact that one’s life is 

one's own responsibility” (4). 


What are the implications of these no- 
tions? Here, too, for the teacher as for the 
child, real behavior sets limits and in- 
fluences learning. The teacher whose real 
behavior (a consequence of his biological 
make-up and experience) is that of an ag- 
gressive, masochistic individual will be 
eliciting intense emotional responses from 
Students. 


As Susan Isaacs puts it: 


“The teacher cannot do her work well unless 
she attracts to herself mainly the forces of love. 
She must provide generous opportunity for pr: 
Pression of the impulses of destruction, but in 
a very modified form; for instance, in the rivalry 
of games, sports, and handiwork. But she must 
not by her real qualities attract to herself the 
negative, explosive forces of hatred and aggres- 
sion” (5), 
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Also, the teacher who is working at the 
stage of intimacy in her travel toward ma- 
turity may be unconsciously seductive to 
the young boys in a high school class. A 
seductive woman teacher can again greatly 
influence the learning. This kind of be- 
havior will elicit intense emotional reac- 
tions on the part of some young men and 
women. This may result in fantasy, day- 
dreaming or withdrawal on the part of the 
young men (all dependent upon their own 
needs) and irritation, inadequacy and re- 
jection upon the part of the girls. Somehow 
if learning is to go on, the teacher must 
not, in a super-charged fashion be trying to 
meet her own emotional needs, with the 
students as the recipients. 

However, the teacher who has mastered 
the tasks of identity, intimacy and integrity 
is a healthy personality. This teacher, be- 
cause her own needs are met or are being 
met, is able to help the child fulfill his needs 
in ways which help him to master larger 
areas of his environment. She is able to 
open the way to knowledge which she may 
or may not herself possess. This child's na- 
tural urge to know, to be curious, is—with 
a teacher of this kind—able to be developed. 
She herself has integrated the desire to 
know—or curiosity—into her character 
structure. 

A teacher's personality is also an object 
of identification for the students. The 
teacher's personality, attitudes, qualities 
will be assimilated’ by the student; this is 
an unconscious process. So, whatever the 
real personality of the teacher is, to some 
extent it will be integrated into the stu- 
dent’s developing character. If the teach- 
ers’s real personality involves an: interest 
in knowledge, an acceptance of people of 
other races and cultures, this will be caught 
by the students. If, on the other hand, the 
teacher’s attitude is a disinterest in knowl- 
edge, in a distrust of people, this,:all the 
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protestations notwithstanding, will be 
caught by the students. 

- Teacher's understanding and acceptance 
of students’ emotional needs and their in- 
fluence on learning can be dramatically 
highlighted by the following material re- 
‘ported by Ilse Hellman: 

“Once a teacher said to me: ‘When I see those 52 

children look at me and I know that everyone of 

them wants something from me, it makes me 
feel quite weak.’ And the other, a little middle- 
aged woman from an isolated school in Australia 
where she had everybody in one class from 
five to. fourteen, including a defective, said: ‘It’s 
hard work, but you see the fun of it is that each 

' of them wants something from me, that each one 
needs something quite different, and that I know 
I can supply it’ ” (6). 


A teacher who reacts by feeling quite 
weak when her students’ needs become 
apparent to her, is unable to remain in 
contact with them. This may mean an in- 
ability to answer their questions, an in- 
ability to have conferences with them, an 
inability to plan activities for them either 
individually or in groups. This same 
teacher may have to run from students, 
may dislike being stopped by students for 
questions, may refuse to have meetings, 
etc. In the latter case described by Hell- 
man, the teacher’s acceptance of the stu- 
dents’ needs facilitated increased contact 
with the learners. This means that the 
possibilities of learning increase. 

The explanation behind these two teach- 
ers may go back to their very earliest ex- 
/periences. Teachers who always feel 
‘drained and incapable and tense about 
meeting the needs of learners possibly were 
not warmly and responsively dealt with as 
children. In order to love, one must have 
been loved. In order to feel that one can 
meet the needs of learners, one must have 
had many experiences which have taught 
one this. 
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This previous illustration also brings us 
to the consideration of the importance of 
the teacher's understanding and accepting 
her own personality and emotional needs. 
Fortunately, most teachers do not always 
feel weak when students’ needs are en- 
countered. Teachers may feel this way oc- 
casionally or at certain times. It is possible 
that some training might be given which 
could help teachers with classroom difficul- 
ties developing as a result of a lack of un- 
derstanding and acceptance. 

The Institute for Psychonanalysis (Chi- 
cago) under the leadership of an analyst 
from their staff offered a seminar to the 
faculty of a Chicago college. A small group 
of the faculty volunteered to participate. 
Some of the major topics presented were 
the following: teacher motivation; teacher 
reactions; development of personality; 
techniques for enhancement of learning; 
selection of teacher personnel. However, 
while the psychonanalytic insights given 
were helpful, even more valuable was the 
support, reassurance and aid obtained for 
handling particular classroom difficulties. 

An illustration from the seminar docu- 
ments this. An instructor (of an education 
course at the college level) described how 
she was very logically explaining a point 
to the class. Noting that one young man 
looked puzzled and confused, she repeated 
the explanation. The student now looked 
disbelieving. So the instrutor began to en- 
gage the student in a series of questions, 
with the purpose of making the answer 
logically obvious. However, the student 
was unable to follow the argument. During 
this time the instructor was becoming more 
and more irritated and impatient. She was 
taking up important class time on a rela 
tively minor point. The balance of the class 
was becoming restless; it was getting neat 
the end of the hour, etc. The student was 
becoming slightly red of face and displeased 
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at all this attention. The analyst’s usual 
procedure was to ask that the participants 
of the seminar elaborate on the particular 
situation or difficulty that had been en- 
countered. As the situation was described 
in greater detail than the one above, and 
as participants began to listen very care- 
fully to what was said and what the analyst 
said, it was amazing the insight which de- 
veloped. 

In the previous mentioned illustration, 
one of the analyst’s comments was: “You 
have a logical mind; the boy did not; you 
are very concerned with the importance of 
your subject matter; you think he should 
be, too; you want him to understand; pos- 
sibly he can’t or doesn’t want to, This boy 
is frustrating you and you are reacting with 
irritation and rage because of this.” 

One clew presented to the group was in- 
valuable. This was to stop and ask: “Why 
is this happening?” when we are becoming 
unpleasantly involved with a student. Just 
as soon as the “back and forth” with a stu- 
dent was stopped and thinking about the 
reason for the difficulty was begun, the situa- 
tion becomes Jess tense and more amenable 
to appropriate handling. 

Now, to the extent that this instructor 
understands and accepts that she (1) has 
a logical mind, (2) is vitally concerned with 
her subject matter, (3) is highly insistent 
that students understand her subject and (4) 
becomes irritated at students for not ac- 
cepting her logic, she can more appropri- 
ately handle classrooms. This seminar was 
most helpful to the individual participants. 
It is a technique which would be most use- 
ful in inservice education courses. 

Our fourth consideration, the teacher’s 
ability to become emotionally involved with 
students, would appear to have question- 
able value for educators. It would seem 
that this should be guarded against. Ben- 
jamin Wright, under a U. S. Public Health 
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Service Grant at the University of Chicago 
Orthogenic School, investigated what per- 
sons make good workers in a residential 
child care program. He studied the atti- 
tude of workers toward emotional involve- 
ment with children. The method used to 
determine the attitude of the worker toward 
emotional involvement was recorded by a 
Qsample of 80 statements describing ac- 
tions a person might take with a child. 

Each worker had tò arrange these 80 
statements to represent ideal child care, 
selecting statements most ideal for one end 
of the continuum and placing those least 
ideal at the other. The attitude Q-sorts 
were analyzed. The attitudes of beginners 
doing poorly and of experienced workers 
were compared. Also, attitudes of workers, 
ranging from trainees to senior work super- 
visors and child analyst, were compared. 
And finally a check was made on the pro- 
fessional development as expressed in atti- 
tude toward emotional involvement of 
promising and unpromising beginners, 

The results showed that successful coun- 
selors valued such test items as: 

“Encourage him to experiment with me to see 


how dangerous are his emotions;” 
“Get him to turn his anger on me rather than 


repress it.” 
whereas failures valued: 


“Don't get so involved that I can’t understand his 


true motives;” 
“Understand his fears fully before I start to help 


him with them.” 

In other words, successful counselors val- 
ued emotional involvement; failures re- 
jected it. 

Then the Q-sorts of workers, at various 
points in their professional development, 
were analyzed. According to Wright: 

“At the beginning of his professional experience 


he values a certain amount of aloof self-protection 
(‘Understand his fears fully before I start to 
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help him with them’) and tends to reject partici- 
‘pating self-sacrifice (‘Encourage him to experi- 
ment with me to see how dangerous are his 
emotions’). If he is emotionally suited to succeed, 
however, he does not value aloof self-protection 
too highly or reject participating self-sacrifice too 
much. 

The growing worker begins to value participat- 
ing self-sacrifice in his second year and to reject 
aloof self-protection by his third . . . the worker 
. + becomes an interpersonal participant in the 
processes among which he is living, availing him- 
self of his own most basic resources to deal with 
them ... maturity in child care is suggested by 
the attitude of supervisors. This group rejects 
aloof self-protection while valuing participating 

_ self-sacrifice more moderately and adding the 
dimension of accepting the child’s primitive be- 
havior” (7). 

This study by Wright is extremely fruit- 
) ful as a source of hypotheses for teachers 
and for educational research. Is it possi- 
ble that teachers who become successful are 
those who would also value emotional 
involvement? Is it possible that this is 
equally true at all levels of the educational 
program? If so, successful teachers are those 
who have tremendous positive emotional 
resources which make it possible for them 
to enter into the life of students. 
Some basic concepts from psychoanalysis 
-and child care and their implications for 


578 


learning have been presented. It is probable 
that our understanding of the teaching- 
learning process wll be advanced as the 
relationship between psychoanalysis and 
the teaching-learning process is studied 
more carefully and discussed more criti- 
cally. 
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The posthospital psychological 


functioning of former 


mental hospital patients 


This paper reviews the posthospital psycho- 
logital functioning of consecutively released 
female patients six months after discharge 
from a mental hospital. In addition to the 
inherent importance of ‘the subject itself, 
this interest in posthospital adjustment and 
performance derives from our concern with 
the social organization and structure of the 
mental ‘hospital and its consequences for 
patient and staff behavior. 

This program research relating hospital 
structure and behavior, was initiated by 
studies of differential ward policies and 
practices on the ward behavior of patients, 
the social isolate on the ward, and on the 
self-images of patients at admission and dis- 
charge. In succeeding investigations, dif- 
ferential ward organization was related to 
the diagnosis and treatment of patients and 
to the decision making involvement and 


status and job satisfaction of ward person- 
nel.1 
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1See Dinitz, Simon, Mark Lefton, Jon E. Simpson, 
Benjamin Pasamanick and Ralph M.: Patterson, 
“The Ward Behavior of Psychiatric Patients,” 
Social Problems, 6(Fall, 1958), 107-15; Dinitz, Simon, 
Mark Lefton, Jon E. Simpson, Ralph M. Patterson 
and Benjamin Pasamanick, “Correlates and Con- 
sequences of Patient Interaction and Isolation in 
a Mental Hospital,” Journal of Nervous and Mental 
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The logical extension of this research has 
led us to follow patients returned to the 
community in order to determine the con- 
sequences of differential ward policies and 
practices on the posthospital performance 
of patients as well as the critical social and 
psychiatric variables for posthospital suc- 
cess or failure. 

A number of previous investigators have 
also systematically attempted to evaluate 
the outcome of mental hospitalization. Ad- 
ler, Simmons and Freeman, and the Car- 
stairs group in England, among others, 
have tried to demonstrate the importance 
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of social variables for case outcome and 
posthospital functioning.?.3.4 

Simmons and Freeman, in particular, 
have demonstrated that success or failure in 
outcome and the level or quality of posthos- 
pital functioning are highly related to such 
familial variables as the expectations of 
significant others, the availability of role re- 
placements and the type of family—paren- 
tal or conjugal—to which the patient was 
returned. Simmons and Freeman also sug- 
gested that a crucial variable in case out- ` 
come was the differential ability of signifi- 
cant others to tolerate the deviant behavior 
of former patients. 

As a result of the specific focus on ward 
policies and practices and case outcome, 
our general investigation is necessarily 
somewhat different from that of Simmons 
and Freeman although we are heavily in- 
debted to the latter and have attempted to 
parallel their work whenever possible. 
There are three innovations in our study. 
The first involves the use of a control group 
of never hospitalized females who were se- 
lected for the study on the basis that they 
resided 10 house numbers away and on the 
same street as the former patients. The 
function of this so-called “normal” popu- 
lation was to provide a functioning norm 
or standard by which to evaluate the per- 
formance of former patients. 

The second difference pertains to our re- 
liance upon interviews with the former pa- 
tients as well as with their significant others, 
rather than with only the latter. The third 
difference involves psychiatric re-evaluation 
of a selected group of former patients six 
months after their hospital release and as 
soon as possible after our interview with 
them. 

The sample populations in the two stud- 
ies were also different. Our population ' 
consists of consecutively discharged female 
patients from one intensive therapy institu- 
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‘tion. These patients, needless to say, rep- 
resent the entire range of psychiatric dia- 
gnoses, difficulties and treatments to be 
found in the hospital. The Simmons and 
Freeman patients were males, twenty to 
sixty years of age, white, native born, non- 
physically handicapped, not addicted to 
drugs and not primarily alcoholics, All 
were functional psychotics and the ma- 
_ jority were schizophrenics, 
' The preceding introduction has pre- 
sented an overview of the larger study and 
its origins, This paper is concerned with 
“only one aspect of the larger study: namely, 
_ the psychological functioning of former pa- 
tients six-months after hospital release, Re- 
hospitalized patients will be compared to 
Successful patients® on 32 clinical items. 
High and low functioners among the suc- 
cessful cases will be similarly compared. 
Finally, data on the functioning of 100 
a former patients in relation to their controls 
" Will also be presented. 


_ METHOD 


The study population consists of 287 of the 
total of 376 female patients discharged from 
the Columbus Psychiatric Institute and 

Hospital between December 1, 1958, and 
July 31, 1959. The 89 cases not included in 
the study were omitted because (A) they 

Were returned to an address outside the 

1-county area served by the hospital or (B) 

Were reinstitutionalized in this hospital or 

transferred to another hospital in less than 

15 days after discharge. 

_ OF the total of 287 study cases, ten pa- 
tients and their significant others refused 

0 co-operate; in eight cases, only one of 

the two persons—patient or relative—to be 

‘Iterviewed could be located and in five 

Other cases neither patient nor relative 

could be found. This sample loss, includ- 

‘Ng the partial cases as losses, amounted to 

84 per cent. Available data on these cases 


DINITZ, ANGRIST, LEFTON AND PASAMANICK 


indicated no significant difference in dia- 
gnosis, number of admissions, length of 
hospitalization, duration of illness or in 
the distribution of social characteristics 
(eg, class, education) of co-operating and 
nonavailable patients, 

As already noted, patients were inter- 
viewed six months after release, At that 
time it was found that 41 had been rein- 
stitutionalized within the six-months pe- 
riod. Of these, three had been rehospital- 
ized at least twice. 


THE INSTRUMENTS 


Three schedules were developed and pre- 
tested prior to the study. These included 
a patient schedule, one for significant others 
and one for the significant others of “re- 
turnees” or rehospitalized patients. The 
significant other schedules consisted of four 
measures of patient performance: domestic 
functioning; work performance; social par- 
ticipation in relation to that of her hus- 
band; her psychological functioning in- 
cluding symptoms derived from the Lorr 
Psychiatric Rating Scale and those previ- 
ously utilized by Simmons and Freeman. 

All schedules paralleled each other in 
soliciting responses to indices dealing with 
expectations held by the patient—and her 
significant other—and tolerance of de- 
viance. 

The instruments also included a very 
complete inventory of background varia- 
bles. A separate schedule sought to con- 
firm these data from hospital records and 
still another allowed interviewers to rate 
the patient and significant other on such 
variables as degree of co-operation, alert- 


—— 
5 Successful outcome refers to a patient’s ability 
to remain in the community for at least six months 
after hospital discharge. Returnees include those 
patients who remained in the community for at 
least 15 days but less than six months after dis- 


charge. 
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ness, and contact with reality during the 
interview. Finally, the Lorr Psychiatric 
Rating Scale was used to evaluate the pa- 
tients who were brought back for the 
psychiatric re-evaluation. 


THE INTERVIEWS 


The instruments were pretested both in the 
hospital and in the community and with 
both patients and significant others. Nine 
_ patients were interviewed initially while 
still hospitalized. Eight former patients and 
a relative of each were studied in the com- 
munity. After major revisions of the sched- 
ules—based on these experiences—nine in- 
terviewers were selected and trained to col- 
lect the data. The same interviewers also 
collected the data on the controls. 

Each of these interviewers is employed 
full-time as a psychiatric social worker in 
one of the available public or private fa- 
cilities in or around Columbus, Ohio. Each 
interviewer had volunteered for the work 
and each devoted his or her afterwork and 
weekend periods for the interviewing. The 
very small refusal rate is a tribute to their 
skill and persuasiveness in tracking former 
patients and in securing their co-operation. 

Two training sessions were arranged for 
the prospective interviewers. They were 
informed of the general purpose of the in- 
vestigation but not of specific hypotheses 
involved. Each was then given a test case 
(patient and significant other) to interview. 
The schedules were discussed item by item 
prior to and following the test case. 

The procedure itself was routinized. 
First, a letter was sent from the hospital 
stating the purpose of the interview and 
containing a postcard (to be completed by 
the patient) suggesting a time at the pa- 
tient’s home for the interview. Nearly 30 
per cent complied. In all instances, the in- 
terviewer had to arrange his own specific 
appointment. When excessive difficulty 
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was experienced in establishing an appoint- 
ment or when successive failures to achieve 
the interview were recorded, the case was 
reassigned to another staff interviewer. 
Only after failure on the part of the second 
interviewer was the case listed as a refusal. 

Patients and significant others were in- 
terviewed separately, though in the same 
setting, to minimize contamination of re- 
sponse. Patient interviews ranged from 25 
to 60 minutes and significant other inter- 
views from 40 to 90 minutes. At the con- 
clusion of the interview an appointment 
was made with those patients selected for 
this purpose, to appear for the psychiatric 
re-evaluation. 

Finally, two other procedural points 
should be mentioned. The first of these 
concerns circularizing all referring physi- 
cians that their patients were being fol- 
lowed up in the community and obtaining 
their consent for us to proceed. None re- 
fused. 

The second concerns interviewer relia- 
bility. One cross check was run for each 
interviewer. After completion of the case, 
a second interviewer was given the same 
case to interview. Female interviewers were 
assigned cases completed previously by 
males and vice versa. The time lag be- 
tween interview and reinterview was also 
varied from 15 days to 117 days. Despite 
this, the reliability across all items on thes¢ 
repeat cases was very high. 


THE HOSPITAL SETTING 


All patients were drawn from the Columbus 
Psychiatric Institute and Hospital. This 
short-term, intensive therapy institution 
(average length of stay is 45 days) contains 
five wards and 126 beds. Three of the wards 
are for female patients and these contami 
77 beds. The. emphasis of the hospital, 1n 
addition to its intensive care aspect, is On 
teaching and research. 
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Almost all patients are received as volun- 
tary admissions and as physician-referred 
cases and two-thirds of the patients repre- 
sent first admissions to any state mental 
institutions. Female patients average about 
thirty-six years of age, are preponderently 
of lower middle-class status, have attended 
or completed high school, are married and 
function as housewives. Nearly 90 per cent 
are urban and Protestant. Over two-fifths 
of the female patients are diagnosed as 
psychotics, principally schizophrenic, while 
36 per cent are diagnosed as psychoneurotic 
and 15 per cent as characterologically dis- 
turbed, with the remainder being classified 
rather diversely. 

As previously noted, psychiatric orien- 
tation and policies and practices differed 
considerably from one ward to another. 
Considerable variability existed in the di- 
agnosis given patients, in the percentage of 
patients receiving the various therapies, in 
the assignment of patients to nonmedical 
therapies, in the length of hospitalization of 
Patients, in the percentage leaving without 
Medical consent and in the type of dis- 
charge given the others. 

Prior to this study, the hospital had no 
Systematic follow-up care program for 
former patients. Staff members and resi- 
dents sometimes maintained outpatient 
care contacts but these were unsystematic 
and subject to the discretion of the thera- 
pist. 


FINDINGS 


The findings to be presented in this paper 
are concerned solely with the psychological 
functioning of 265 cases on whom complete 


data were gathered six months after hospi- 


tal discharge. Three sets of data will be 
analyzed. 

These involve (A) a comparison of the 
Psychological functioning of successful out- 
Come patients and those who were rein- 
) 
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stitutionalized, (B) a comparison within the 
successful outcome cases of the “good” 
and “poor” functioners and (C) a com- 
parison of the first 100 patient cases and 
their controls, 

The latter, as previously indicated, re- 
side on the same street and 10 house num- 
bers distant. None of the controls has ever 
been institutionalized or, as far as we can 
determine, involved in psychiatric treat- 
ment. 


SUCCESSFUL AND REHOSPITALIZED 
PATIENTS 


One of the major propositions emanating 
from the Simmons and Freeman studies is 
that there should be little if any difference 
in the functioning of successful and re- 
hospitalized male patients. Rather, rehos- 
pitalization should primarily be correlated 
with the degree to which significant others 
are willing and able to tolerate deviance in 
behavior. 

Our data do not wholly justify this con- 
clusion. In general, rehospitalized patients 
seem far more impaired than do the suc- 
cessful cases, Before undertaking this 
analysis, however, it should be stressed that 
there were some rehospitalized patients who 
functioned as well or better than those not 
rehospitalized. By the same token, a signifi- 
cant percentage of the nonrehospitalized 
patients were functioning at a very low level 
and could and perhaps should have been 
rehospitalized. 

Nonetheless, the rehospitalized patients, 
as a group, were decidedly inferior in their 
functioning to the successful cases, as a 
group. On the 32 items comprising the 
psychiatric (psychological) functioning in- 
dex, the mean functioning score of the 
returnees was 75.2 which was significantly 
lower (P < .001) than the mean (86.0) for 
the successful cases. 
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TABLE 1 


Distribution of psychiatric symptoms among successful and 


rehospitalized patients 


Per cent of Per cent of 


successful returnee 
patients patients 

Psychiatric symptom (N = 228) (N = 38) p 
A. Makes no sense when talking 15% 58% +01 
B. Walks, sits or stands awkwardly 11 40 0l 
C. Moves around restlessly 56 90 OL 
D, Swears, curses, often compared to other women 19 37 05 
E. Always seems worn out or tired 74 90 a 

F. Tries to hit or hurt someone 9 16 

G. Lacks control of toilet habits 5 3 
H. Hears voices 4 29 01 
1. Does not want to see people 35 82 (i 
J. Just hangs around the house doing nothing 36 61 01 
K. Tries to hurt or kill herself 4 21 ol 
L. Gets drunk often 7 24 01 
M. Gets grouchy or bad-tempered 59 63 e 
N. Misbehaves sexually 6 11 + 
O. Needs coaxing to do what’s expected of her 28 53 01 
P. Has trouble going to sleep 53 84 01 
Q. Takes many pe 17 50 01 
R. Needs help dressing, bathing or going to the toilet 13 05 
S. Does not know what goes on around her 7 40 01 
T. Acts tense or nervous 76 97 01 
U. Thinks she is sinful or evil compared to other people 12 40 -01 
V. Thinks people want to control or harm her 18 37 05 

W. Worries about her bodily organs 29 37 

X. Mumbles or. talks to herself 12 13 
Y. Tries to get her way by saying she has pains 15 34 05 
|Z. Gets depressed suddenly 56 84 01 
AA. Says she sees people who are not there 2 24 o 

BB. Worries about her health 50 58 

CC. Teases and picks on people 14 8 
DD, Thinks people are watching her or talking about her 22 42 o% 
EE. Expects bad things to happen in the future, without good reason 20 55 i 
FF. Does not eat well 33 68 01 
Mean Score 86.0 75.2 01 


` The 32 items were individually analyzed. 
These results are shown in Table 1. 

Of the 32 items, 23 significantly differ- 
entiated the returnees from the successful 
cases. In each of these instances, the re- 
turnees were functioning more poorly than 
the successful cases. The symptoms at- 
tributed to a much larger percentage of 
Teturnees than of successful cases involved 
impairments in speech patterns, motor be- 
havior, quality of language, hallucinations, 
social isolation, somatic complaints and 
contact with reality. From this analysis it 
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is clear that returnees (A) evince a greater 
number of symptoms related to impair- 
ment of functioning and (B) show a greater 
degree of impairment in these various areas 
than do nonrehospitalized. former patients. 
Quite apart from other considerations, 
therefore, it is fairly clear that returnees 
seem to be “sicker” than cases remaining in | 
the community. 

Of the nine items which failed to differ- 
entiate the two groups, three specified ex- 
ceedingly severe symptoms (incontinencé, 
physical aggression and confusion) which 
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occurred too infrequently in either group 
to be discriminating. The remaining six 
items were poor differentiators for the op- 
posite reason: namely, that they occurred 
with great frequency in both groups (e.g., 
tired, grouchy, concern with bodily organs 
and concern with health), 


LOW AND HIGH FUNCTIONERS 

IN THE COMMUNITY 

Using the same 32 psychological function- 
ing items it was possible to classify the non- 
rehospitalized patients into the categories 
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of low, moderate and high functioners con- 
taining 72, 74 and 82 patients respectively. 
The functioning mean scores for the three 
groups were 77.0, 87.2 and 92.9 respectively 
and each was significantly different in mean 
score from the other. 

For the purposes of this analysis, only the 
low and high functioners were compared. 

The results, presented in Table 2, are 
very revealing. 

Only one of the 32 impairment symptoms 
failed to differentiate these two groups. 
This item, specifying attempts at suicide, 


TABLE 2 


Distribution of psychiatric symptoms among low and high 


community functioners 


Per cent of Per cent of 
low high 
functioners functioners 

Psychiatric symptom (N = 72) (N = 82) la 
A. Makes no sense when talking 33%, 2% .01 
B. Walks, sits or stands awkwardly 28 2 -01 
C. Moves around restlessly 85 22 -01 
D. Swears, curses, often compared to other women 40 5 .01 
E. Always seems worn out or tired 92 49 01 
F. Tries to hit or hurt someone 18 2 01 
G. Lacks control of toilet habits 15 0 -01 
H. Says she hears voices 10 0 .05 
I. Does not want to see people 68 12 01 
J. Just hangs around the house doing nothing 71 9 01 
K. Tries to hurt or kill herself v 1 a 
L. Gets drunk often 18 0 -01 
M. Gets grouchy or bad-tempered 79 35 .01 
N. Misbehaves sexually 13 1 05 
O. Needs coaxing to do what's expected of her 61 0 -01 
P. Has trouble going to sleep 72 31 -01 
Q. Takes many pills 31 1 01 
R. Needs help dressing, bathing or going to the toilet 8 0 05 
S. Does not know what goes on around her 18 1 01 
T. Acts tense or nervous 92 50 01 
U. Thinks she is sinful or evil compared to other people 26 1 -01 
V. Thinks people want to control or harm her 43 1 .01 
W. Worries about her bodily organs 57 6 01 
X. Mumbles or talks to herself 28 1 01 
Y. Tries to get her way by saying she has pains 40 0 -01 
Z. Gets depressed At 90 24 01 
AA. Says she sees people who are not there 7 0 05 
BB. Worries about her health 74 22 [01 
CC. Teases and picks on people 35 2 ‘Ol 
DD. Thinks people are watching her or talking about her 50 2 01 
EE, Expects bat things to happen in the future, without good reason 40 4 01 
FE. Does not eat well 47 11 01 
Mean Score 77.0 92.9 .01 
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TABLE 3 


Distribution of psychiatric symptoms in patient 


and control groups 


Per cent of Per cent of 
patients controls 
Psychiatric symptom (N = 100) (N = 100) P 
A. Makes no sense when talking 15 14 
B. Walks, sits or stands awkwardly 12 20 
C. Moves around restlessly 62 50 
D. Swears, curses, often compared to other women 23 7 ol 
E. Always seems worn out or tired 76 61 05 
F. Tries to hit or hurt someone 11 1 01 
G. Lacks control of toilet habits 7 5 
'H. Hears voices 5 2 
I, Does not want to see people 40 28 +e 
E pe Bangs around the house doing nothing 40 20 -O1 
. Tries to hurt or kill herself 3 0 oo 
_L, Gets drunk often 10 3 e 
* M. Gets grouchy or bad-tempered 54 57 + 
N. Misbehaves sexually 6 0 ‘ 
O. Needs coaxing to do what’s expected of her 29 14 ` 
P. Has trouble going to sleep 50 26 . 
. Takes many pills 22 9 ` 
- Needs hel, as bathing or going to the toilet 4 2 ` 
- Does not know what goes on around her 7 5 +s 
. Acts tense or nervous 78 62 +05 
U. Thinks she is sinful or evil compared to other people 13 2 01 
V. Thinks people want to control or harm her 19 0 01 
W. Worries about her bodily organs 27 12 -O1 
_X. Mumbles or talks to herself 14 6 + 
Y. Tries to get her ney By saying she has pains 18 5 01 
__Z. Gets depressed suddenly 57 28 01 
AA. Says she sees people who are not there 3 2 oe 
BB. Worries about her health 42 24 01 
CC. Teases and picks on people 18 3 01 
DD. Thinks pape are watching her or talking about her 22 3 01 
EE. Expects things to happen in the future, without good reason 24 1 of 
FF, Does not eat well 87 18 01 
Mean Score 85.18 90.43 01 


Occurred in five of the 72 low functioning 
former patients and one of the high func- 
tioners, All other items or symptoms clearly 
distinguished the two populations. 

Thus far it is possible to suggest that a 
continuum of impairment exists and can 
readily be determined on a behavioral mani- 


. festation basis. On the extreme end are the 


very low functioning returnees (18 of the 
38 rehospitalized cases). These are followed 
by the 72 low functioners who remained in 
the community, the 20- high functioning 
rehospitalized cases, the 74 moderately well- 
functioning expatients and the 82 high 
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functioners. (The relation of prehospital 
and posthospital factors and functioning 
will be treated in another paper.) 

Of particular interest to the authors, 
however, is that this series of symptoms by 
differentiating patients, both quantitatively 
and qualitatively, constitutes a useful index 
for studies of psychological impairment. 


FORMER PATIENTS AND 

CONTROL CASES 

The final analysis to be presented involved 
a comparison of 100 former patients who 
succeeded in remaining in the community 


Posthospital psychological functioning of patients 


4 
and their matched (by street address) con- 
trols. 

The results, shown in Table 3, indicated 
that 20 of the 32 symptom items signifi- 
cantly differentiated the patients from their 
controls. 

The patients, according to their signifi- 
cant others, exhibited numerically more of 
the symptoms and, although not shown in 
the table, a greater severity of impairment 
on almost all of the statistically significant 
symptoms. The mean functioning score 

_ which combines qualitative and quantita- 
tive differences was 85.18 for the patients 
and 90.43 for their controls. This difference 
could have occurred by chance alone much 
less often than once in a thousand times. 
A more detailed inspection of Tables 1 

and 8 will also reveal that 13 symptom items 
differentiated not only the patients and 
controls but the rehospitalized and success- 
ful cases among the patients. These symp- 
toms included swearing or cursing, hang- 
ing around the house doing nothing, 
frequent intoxication, difficulty in getting 
to sleep, pill taking, nervousness, feeling of 
sinfulness, concern with bodily organs and 

: similar problems. 

_ Indeed, these are the types of symptoms 

| which, in terms of the index, are only 
moderately severe—the intermediate types 
of symptoms between those which are 

: extremely difficult or dangerous for a sig- 

hificant other to tolerate and those which 

_ Many significant others see themselves as 

tolerating, e.g., a grouchy or bad-tempered 

Wife. 

Four items in the index failed to dif- 
ferentiate both the patients and controls 
and the rehospitalized and community pa- 
tients from each other. These symptoms in- 
_ cluded the aforementioned grouchiness or 
_ bad temper item, incontinence, mumbling 
or talking to self and seeing nonexistent 
Persons. It is likely, however, that when all 


as 
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the data are available and the sample sizes 
are increased, two of these items—incon- 
tinence and mumbling to self—will be use- 
ful symptom. categories. 

On the other hand, the motor behavior 
items and such extreme symptoms as in- 
ability to dress, lack of contact, and at- 
tempted injury to self, which did differen- 
tiate the rehospitalized and community 
patients, failed to do so for the community 
patients and their controls. 

It is possible to tentatively interpret these 
preliminary results as meaning that after 
hospitalization the more severely impaired 
former patients are able to perform suf- 
ficiently well to satisfy the minimum de- 
mands made upon them by significant 
others but not nearly as well as their neigh- 
bors. 

The impairments of the patients as con- 
trasted to their neighbors seem to be of a 
chronic, low degree of visibility type. The 
impairments are not bizarre, not parti- 
cularly dangerous to self or others, not 
primarily incapacitating in nature and 
hardly likely to be unduly disturbing to a 
significant other who has lived with these 
problems—sometimes when even more ex- 
aggerated—in the past. 

On the other hand, because of the pre- 
vious hospital experience of the patients, 
their significant others may be more cog- 
nizant and more willing to report these 
symptoms and difficulties to interviewers 
who represent the hospital than are signifi- 
cant others of the controls. Whatever the 
explanation, and there are several in addi- 
tion to those suggested, patients who re- 
main in the community are functioning at 
a level significantly below that of the norm 
group: namely, their neighbors. 


SUMMARY AND CONCLUSIONS 


A follow-up study of female patients con- 
secutively discharged from the Columbus 
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Psychiatric Institute and Hospital in an 
eight-month period was reported. The pa- 
tients and their significant others were 
interviewed by psychiatric social workers 
six months after discharge. A series of scales 
and indices were utilized in the interview. 
These included a 32 symptom index of 
psychiatric functioning derived in part from 
modifications in the Lorr Psychiatric Rating 
Scale and from the instruments previously 
utilized by Simmons and Freeman. 

Measures of item and interviewer re- 
liability were obtained. Each patient was 
matched with a neighbor who resided 10 
house numbers away on the same street in 
order to evaluate the functioning of pa- 
tients in relation to the functioning of never 
hospitalized controls. 

The results indicated that the 38 re- 
hospitalized patients were qualitatively and 
quantitatively more ill prior to their re- 
hospitalization than the 230 successful 
cases. Rehospitalized patients scored signifi- 
cantly lower on the psychological function- 
ing scale; they were differentiated from the 
successful cases on 23 of the $2 individual 
symptoms of impairment which comprised 
the scale. 

This impaired functioning probably ex- 
plains the rehospitalization of half of the 
hospital returnees, It fails to explain why 
the other half of the returnees, who were 
functioning at a level comparable to that 
of some of the more successful outcome 
cases, also were rehospitalized or why some 
seriously impaired expatients were not re- 
hospitalized but remained in the commu- 
nity. 

The second analysis involved a com- 
parison of the 72 low and 82 high func- 
tioners among the former patients. These 
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groups were found to function differently 
on 31 of the 32 individual symptom items, 
Every comparison favored the high func- 
tioners beyond any question. The impli- 
cations to be derived from this are (A) 
that it is possible to determine the level of 
discharged patient functioning without re- 
sort to very intensive, time-consuming and 
costly methods and (B) that the level of 
functioning is not in itself sufficient to de- 
termine rehospitalization. 

The last analysis compared 100 former 
patients and their matched (by street ad- 
dress) controls. The results indicated that 
while neither group exhibited the more 
extreme and incapacitating symptoms often 
associated with mental illness, important 
differences did exist between the two — 
groups. 

The controls had fewer of the $2 symp- 
toms and a lesser intensity on those which 
they did have. Twenty of the 32 symp- 
toms indicated the significantly superior 
functioning of the control or norm sub- 
jects. This initial, rather limited, small 
sample comparison was tentatively inter- 
preted to mean that former patients, rela- 
tive to their controls, continue to indicate 
moderate, probably chronic, low level, low 
visibility types of impairment after hos- 
Pitalization. 

That they remain in the community is 
probably more a function of the attitudes 
of significant others toward them than of 
their own socially and psychologically ade- 
quate behavior. It was also suggested that 
the significant others of patients might be 
more sensitive to these symptoms as they 
are reflected in the behavior of the patients 
and might be more willing to report them 
to the interviewers who represented the 
hospital. 


LAURA C. TOOMEY, PH.D. 
MARVIN REZNIKOFF, Pu.D. 

JOHN PAUL BRADY, MD. 
| DWIGHT W. SCHUMANN, B.S, RN. 


Attitudes of nursing students 


toward psychiatric treatment 


Current thinking about psychiatric treat- 
ment places increasing emphasis on the in- 
fluence of attitudes. A group of studies 
done recently at the Institute of Living has 
investigated certain attitudes of patients 
toward their treatment, and the relation- 
ship of these attitudes to success of treat- 
ment (1, 2, 7). 

Equally important are attitudes of staff 
Members involved in psychiatric treatment. 
Such writers as Carl Rogers feel that the 
attitude of the psychotherapist about his 
Patients and his work is of paramount im- 
portance to the psychotherapeutic process 
(8). Extending this view to the therapeutic 
Community of a psychiatric hospital, it can 
be inferred that the attitudes of every mem- 
ber of the staff surrounding the patient 
toward various aspects of the hospital set- 
Ung are relevant to the therapeutic atmos- 
phere. Of particular importance, then, 


ee 


and hospitals 


would be the attitudes of ward personnel 
with whom the patients spend a large part 
of their waking time, both on and off the 
ward. 

Several recent studies have investigated 
attitudes of nurses and other psychiatric 
hospital personnel toward various aspects 
of their work (3, 4). These investigations, 
however, have primarily concerned the rela- 
tive importance of such different facets of a 
nurse’s duties as administration, physical 
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care of patients, and meeting emotional 
needs of individual patients. The present 
authors felt that more basic attitudinal 
trends would involve general opinions and 
feelings about psychiatric treatment and 
hospitalization itself. Thus, their aim was 
to elicit staff attitudes concerning such 
matters as the efficacy of confinement and 
treatment in the psychiatric hospital. 

The present study was directed toward 
describing and measuring attitudes of nurs- 
ing students toward psychiatric hospitals, 
psychiatrists, and psychiatric treatment in 
order to get some idea of the over-all atti- 
tudinal atmosphere prevailing among this 
staff group. In addition, the study was de- 
signed to determine how such attitudes are 
influenced by the experience of a three- 
month affiliation in a psychiatric hospital. 
Finally, it was hoped that some broad com- 
parisons could be made with the results of 
previous studies of patient attitudes toward 
the same areas and their changes during 
psychiatric hospital experience. While di- 
‘rect comparison is difficult because of back- 
ground differences, it was hoped that some 
idea could be obtained of relative attitu- 
dinal outlook and stability in the two 
groups. 

Because students work in the hospital for 
a comparatively short time, they have the 
Opportunity to form only relatively tempo- 
rary relationships with individual patients. 
Nevertheless, students play a particularly 
important role in the day to day life of pa- 
tients, because to them falls much of the 
responsibility for individual patient care: 
they help in personal hygiene, provide com- 
panionship in on-unit activities, and often 
escort patients to treatments, classes, athletic 
activities and other off-unit appointments, 
whereas the permanent personnel is likely 
to be occupied to a greater extent with ad- 
ministrative functions and more imper- 
sonal contacts with patients. 
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Nursing students were chosen for study 
both because of their importance in patient 
care, and because they were readily avail- 
able for assessment as a group. In addition, 
the relative homogeneity of the nursing stu 
dent group, in terms of age, sex, education, 
and occupation, made them suitable for an 
exploratory study of attitudes, since varia- 
tion and fluctuations in attitude were ex 
pected to be reasonably consistent for the 


group. 


METHOD 
Psychiatric Attitudes Battery 


This battery of psychological tests was 
constructed to assess attitudes in three in- 
terrelated areas: namely, toward psychiatric 
hospitals, psychiatrists, and psychiatric” 
treatment. The Psychiatric Attitudes Bat 
tery is made up of four tests; the first three 
were developed by the writers: 

(1) The Picture Attitudes Test, which is is 
a projective technique modeled after Mut 
ray’s Thematic Apperception Test (5) and” 
which consists of cards exemplifying two 
basic situations: the Patient-Doctor card 
and the Psychiatric Hospital card; 

(2) The Sentence Completion Attitudes 
Test; ] 

(8) The Multiple Choice Attitudes Ques 
tionnaire; and 

(4) The Souelem Attitude Scale (9). Me 

These tests are designed to elicit re 
sponses which may be scored in terms of 
over-all favorableness of attitudes; i.e., trust 
or confidence in psychiatric treatment, and 
degree of competence or sincere interes 
imputed to psychiatrists and to the hospita 
as a whole. Since it was felt that favorable 
ness of attitude might vary greatly at differ: 
ence levels of consciousness, the battery im 
cludes tests directed at both conscious and * 
more deep-seated attitudes; the Picture Ab 
titudes Test is designed to elicit’ the less 


conscious attitudes, and the other tests, pro- 
gressively more conscious attitudes. 

In addition to the dimension of general 
favorableness of attitudes, the battery is also 
susceptible to the analysis of several more 
specific attitudinal factors, including: (1) 
perception of the psychotherapeutic situa- 
tion (pleasurable, neutral, or unpleasur- 
able), (2) perception of the patient’s role in 
therapy (active or passive), (3) perception of 
the psychiatrist (supporting, ambivalent, or 
hostile), (4) perception of the psychiatric 
hospital (protective, neutral, threatening), 
and (5) expectation of outcome of psychi- 
atric hospital treatment (high, moderate, or 
low expectation of improvement), Finally, 
the Picture Attitudes stories were rated in 
terms of (6) affective intensity, or degree of 
€motional involvement and identification 
With the story, and (7) formal character- 
istics, or intellectual control, reflected in 
completeness, coherence, and elaboration 
of the story. 

The complete battery, together with de- 
tailed instructions for administration and 
Scoring, and data relative to its standardiza- 
tion and reliability, has been published else- 
Where (6). In this study two additional 
Tatings were made on the Picture Attitudes 
Test; the “Psychiatric Hospital” card as 
Well as the “Patient-Doctor” card was scored 
for “affective intensity” and “formal char- 
acteristics,” and combined indices were 
computed by adding the two ratings for 
| Sach index, 


Subjects 


Two groups of affiliate nursing students, 
à total of 99, were the subjects in the study. 
Slightly smaller numbers were included in 
the analysis of some indices, since a few 
Students gave responses that were incom- 
Plete or unscorable in certain respects, and 
4 few students left the Institute of Living 


Attitudes of nursing students 


TOOMEY, REZNIKOFF, BRADY AND SCHUMANN | 


before their affiliation was completed. The 
smallest number for any item was 92. These 
students came to the Institute from 10 
different schools of nursing in Connecticut 
and Massachusetts. Their ages were from 
eighteen to twenty-one, most being nineteen 
or twenty. All were high school graduates, 
and 32 had had at least some college. All 
were female. i 


Administrative procedure 


The Psychiatric Attitudes Battery was ad- 
ministered to the nursing students during 
approximately the first week of their psy- 
chiatric affiliation, and again shortly before 
the end of their three-month stay at the 
Institute. All students in two. successive 
affiliating groups were tested in a group 
situation. 


Combining of groups 


Before proceeding with the analysis of 
the data, it was necessary to establish that 
it was in order to treat the two groups of 
subjects together. Nursing students come 
to the Institute of Living for a 12-week 
affiliation; the two groups involved in the 
study were two successive affiliating groups 
who were at the Institute of Living in the 
early part of 1958. The composition of the 
two groups, in terms of age, education, and 
exposure to psychology courses, was essen- 
tially equivalent. The groups did differ 
somewhat in terms of schools of origin, three 
schools represented in the second group not 
being represented in the first, 

The two groups were compared by t-tests 
for mean scores on test, retest, and change 
for each of the attitude measures, While — 
some significant differences were obtained, 
these were neither in a consistent direction 
nor in a particular attitudinal area. When 
the groups were equated for school of ori- 
gin, and tests recomputed, the pattern of 
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significant differences was essentially un- 
changed. Because of the inconsistency and 
scattering of differences, and because they 
could not be attributed to any known dif- 
ference in characteristics of the two groups, 
it was presumed appropriate to pool all 
students for this exploratory study. 


RESULTS AND DISCUSSION 
Picture Attitudes Test 


Nursing student attitudes: The distribu- 
tion of test and retest scores on the Picture 
Attitudes Test is shown in Table 1. Table 
2 summarizes the distribution of changes in 
scores between the first and second testing. 

The first two indices, affective intensity 
and intellectual control, indicate character- 
istics of the structure of the stories them- 
selves rather than attitudes per se, and thus 
can be inferred to reflect something of the 
subjects’ attitudes toward taking the test 
battery. 

Table 1 indicates that the “affective in- 
tensity” of nursing students’ stories ini- 
tially tended to be moderately high in 
terms of the rating scale values, whereas at 
the close of their psychiatric affiliation, the 
students more often than not refrained from 
deep emotional involvement in their stories. 

Intellectual control exhibited in nursing 
students’ stories shows the same tendency: 
initially stories were usually complete, co- 
herent, and well-elaborated; at retest they, 
were less so, although still generally above 
average. Table 2 shows these trends in 
another way: the first two indices shifted 
in the direction of decreased control and 
involvement more often than they in- 
creased. Test-retest differences were ana- 
lyzed by t-tests of the mean differences; both 
affective intensity and intellectual control 
were found to have decreased significantly 
(see Table 9). 


592 


TABLE 1 


Test and retest scores for nursing 
students on Picture 
Attitudes Test 


% 


Distribution 


Index Attitude score * Test Retest 
Affective Very high 18 2 
intensity + High 23° 12 
Medium 32 30 
Low 14 35 
Very low 13 2l 
Intellectual Very high 24. i) 
control High 19 26 
Medium 4487 
Low 8 16 
Very low 5 8 
Therapy Pleasant 180 =24 
situation Neutral or ambivalent 68 69 
Unpleasant 14 7 
Patient Active 16 -15 
activity Active and passive 60 50 
Passive 24 35 
Psychiatrist Helpful 79 12 
Neutral 19 26 
Threatening 2 2 
Hospital Helpful 27“ ab 
situation Neutral 56 4l 
Threatening 17/00 e 
Outcome+ Very favorable 34 40 f 
Neutral 21487 
Unfavorable 2 1 
Very unfavorable 0 1 


Bas ers Sie fale! D aie SR 
*Scores are on a continuum, ranging from 1 


to 3}, with a low score representing a more favor- 
able attitude and more affective intensity and in- 
tellectual control. 

+ The affective intensity, intellectual control, and 
outcome indices were derived by summing the scores | 
for both Picture Attitude stories and hence range 
from 2 to 6 rather than from 1 to 3. 


Favorable 48 81 


It may be hypothesized that these formal 
changes indicate less positive attitudes, at 
least toward the test-taking situation, in 
that students’ inclination and ability to tell 
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TABLE 2 


Change in nursing student scores on Picture Attitudes Test 
(from initial testing to retesting) 


% Distribution of attitude score change 


Much more More Less Much less 

favorable favorable No change favorable favorable 
ive intensity 1 18 24 47 10 
ectual control 1 22 40 32 5 
apy situation 2 29 52 14 3 
nt activity * 2 24 38 33 3 
1 14 64 20 1 
4 30 50 16 0 
0 22 60 16 2 


categories for this particular index are 
€ passive,” “Much more passive.” 


tructured elaborated stories with emo- 
identification decreased. 

e remaining Picture Attitude indices 
t qualitative attitudes toward psy- 
tric hospitals, psychiatrists, and psy- 
tric treatment, The therapy situation 
psychotherapy) was seen in a pre- 
antly neutral light both before and 
psychiatric affiliation (Table 1), and 
tudents’ views either did not change or 
ed by a small amount (Table 2). 


ht of as both active and passive at 
h testings, and that it tended to be some- 
it more often thought of as passive rather 
active, especially at retest. 

€ psychiatrist was seen as helpful and 
ing in a large majority of cases; 
was a slight shift to a more neutral 
Y at retest, possibly reflecting develop- 
t of a more realistic idea of psychia- 
S during three months of psychiatric 
lence. 

€ hospital situation was initially seen 
‘utral light, but at retest was seen as 
lly favorable and pleasant; changes 
primarily in the favorable direction. 


“Much more active,” “More active,” “No change,” 


A favorable outcome of treatment was gen- 
erally anticipated; only two of the 90-odd 
students suggested an unfavorable outcome 
at either testing. 

Analysis by t-tests indicated that only 
one of these indices, “hospital situation,” 
changed significantly (Table 9). 


Comparison with patient attitudes: Be- 
cause of the radically different composition 
of the patient and student groups (in age, 
sex, education, previous experience with 
hospitals and treatment, etc.), precise sta- 
tistical comparisons are not appropriate. 
Nevertheless, some descriptive comparisons 
can be made. 

Table 3 compares attitudes, as elicited by 
the Picture Attitudes Test, for patients and 
nursing students at comparable times, i.e., 
within a week or two after their arrival at 
the Institute of Living. (Comparisons of 
the two groups on affective intensity and 
intellectual control were omitted, because 
these two indices were not applied to pa- 
tient-data in a comparable fashion.) 

The attitudes of the two groups toward 
the therapy situation are roughly com- 
parable. Students tend to hold more fa- 
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FIGURE 1 
Percentace Distripurion or Stupent Scores on tHe SENTENCE 


Compcetion Test (test a retest) Pa ae 


HOSPITAL PSYCHIATRIST 
Test: N=97 M:13.1 Test: Nz 
Retest: Retest: N= 
e 
e 
5 
8 
ÈE 
RR 
a 
pa 
A 
v 
b 
È 
Favor- 10 12 Neu- 16 16 Unfa- Favor- 10 12 Neu- 16 18 Unta- 
able tral vorable abla tral vorable 
Scores | 
TREATMENT TOTAL (Hospital, Psychiatrist, Treatment) 
Test: N:97 Test: N:97 M=35.6 
30 Retest: N:94 Retest: N-93 M=35.8 
§ 25 
= 
5 
2 | 
S 20 
v 
6 | 
215 | 
© 
5 
a 10 


Favor. 10 12 Neu- 16 18 Unfa- s Unfa- 
able tral vorable man il Real A oie vorable 


3 Test: N=98 M:9.1 
0 Retest: N:94 M:9.2 


15 


Percent Distribution 


= 
G 


Favor- 8 10 Neu- 14 16 Unfa- 
594 able tral Voruule 


Scores 


—= a 


TABLE 3 


Comparison of patient and nursing 
student scores on Picture 
Attitudes Test 
(initial testing) 


To 

Distribution 

Pa-  Stu- 

Index Attitude score* tients dents 
Therapy Pleasant 10 18 

situation Neutral or 

ambivalent 74 68 
Unpleasant 16 14 
Patient Active 42 16 
activity Activeand passive ` 43 60 
Passive 15-24 
Psychiatrist Helpful 53 79 
Neutral 40 19 
Threatening 7 2 
Hospital Helpful 18 27 
‘situation Neutral i 53 56 
Threatening POS af 
Outcome + Very favorable NE- Rd 
Favorable 24 143 
Neutral 47. 21 
Unfavorable 4 2 
Very unfavorable 1 0 


PG EP 8 


“Scores are on a continuum, ranging from 1 to 
3f, with a low score representing a more favora- 
ble attitude, and more affective intensity and intel- 
lectual control, 

tThe Outcome index was derived by summing 
the scores for both Picture Attitudes stories and 
hence ranges from 2 to 6 rather than from 1 to 3. 


Vorable attitudes regarding the hospital 
Situation and the probable outcome of 
treatment, and are strikingly more favor- 
able in their view of the psychiatrist, al- 


_ though patients, too, hold more favorable 


attitudes in this area than in such others 


_ 48 treatment and hospital situations. In- 


terestingly, patients see the patients’ role 
i psychotherapy as considerably more ac- 
tive than do nursing students. 

The fact that strong differences were 
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found in only two Sentence Completion in- 
dices (views of psychiatrists and of patient- 
role) suggested a functional relationship 
between these two attitudinal areas. It 
seemed possible that extremely positive 
views of psychiatrists might be based on a 
conception of them as omnipotent, magical 
healers, so that a view of the patient as en- 
tirely passive might be related to highly 
favorable attitudes toward psychiatrists. 

As a rough check of this hypothesis, a 
3x 3 chi square test was done on students’ 
combined test and retest data for these 
indices. A trend was revealed, but the rela- 
tionship failed to reach significance. 


Sentence Completion Test 


Nursing student attitudes: The distribu- 
tion of test and retest scores on the Sentence 
Completion Test is shown in Figure 1. The 
distribution of score changes is shown in 
Table 4. 

Attitudes toward the hospital ` were 
slightly more favorable than unfavorable, 
both before and after psychiatric affiliation 
(Figure 1); changes showed a slight tend: 
ency to be more frequently in a favorable 
direction (Table 4). 

Attitudes toward the psychiatrist and 
toward treatment were moderately favor- 
able at both times (Figure 1), and changes 
were, to a very slight extent, more often in 
the unfavorable direction. 

The total of these three indices revealed 
moderately favorable over-all attitudes at 
both times (Figure 1), and negligible mean 
change (Table 4). Expectation of outcome 
was moderately favorable (Figure 1), and 
changed little on the average (Table 4). 
None of the changes was significant (Table 
9): í 

Attitudes, partially unconscious, elicited 
by the Sentence Completion Test differ in 
two ways from the even less-conscious atti- 
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FIGURE 2 
Percentace Distriaution oF StuDENT AND Patient Scores ON THE Sentence 
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TABLE 4 


Change in nursing student scores on Sentence Completion Test 
(from initial testing to retesting) 


% Distribution of attitude score change 


Much more More Negligible Less Much less 
Index favorable favorable change favorable favorable 
Hospital 3 32 35 29 1 
Psychiatrist £ 18 51 23 4 
Treatment 2 13 61 20 4 
Total 2 17 63 15 3 
Outcome ? 17 63 17 2 


tudes revealed in the Picture Attitudes 
Test: 

(A) Initially, students evidently have un- 
conscious reservations about the hospital 
situation, which about balance with their 
favorable attitudes (Table 1) but which 
they do not reveal to as great an extent in 
Sentence Completion responses (Figure 1); 

(B) Similarly, students seem, both before 
and after affiliation, to have unconscious 


unfavorable attitudes to treatment to about ' 


the same extent as favorable attitudes (Ta- 
ble 1) whereas on a more conscious level 
Positive attitudes predominate (Figure 1). 
In other areas, i.e., toward psychiatrists 
and outcome of treatment, attitudes elicited 
by the two techniques are comparable. The 
above noted differences may, on the other 
hand, result from the two techniques’ re- 
fering to different aspects of the hospital 
and treatment situation. For instance, the 
patient-doctor picture is not likely to be 
perceived in any way except as a psycho- 
therapy (or similar interview) situation, 
Whereas the Sentence Completion “treat- 
Ment” items are less structured and may be 
construed as referring to other aspects of 
the total hospital treatment plan. 
Nevertheless, since a fairly common in- 
terpretation of these statements is in terms 
of the presumably unpleasant shock thera- 


pies, it is, on the face of it, rather unlikely 
that the more favorable Sentence Comple- 
tion responses can be wholly accounted. for 
on the basis of different content. 


Comparison with patient attitudes: Figure 
2 compares initial attitudes of nursing stu- 
dents with those of patients. The striking 
feature of the comparison is the quantita- 
tive similarity between students’ and pa- 
tients’ attitudes. (The somewhat flatter, 
wider patient curves probably reflect the 
greater of the patient group heterogeneity.) 

The inference is that initial attitudes to 
psychiatric hospitals, therapists, and treat- 
ment are not a function of age, sex, occu- 
pation, socioeconomic status, or degree of 
health. Such an inference is consistent with 
the findings of an earlier study (2) which 
established no relationship between over- 
all attitudes and any “background factor,” 
with the following exceptions: neurotic pa- 
tients generally had more favorable atti- 
tudes than psychotics, and patients who 
had previously had psychiatric treatment 
of any kind had less favorable attitudes 
than those who had not. 


Questionnaire 


Nursing student attitudes: Table 5 shows 
distribution of test and retest scores on the 
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TABLE 5 


Test and retest scores for nursing 
student on Multiple Choice 
Attitudes Questionnaire 


both before and after affiliation; psychia- 
trists and treatment too were seen as pre- 
dominantly favorable (Table 5) although 
attitudes about treatment shifted slightly 
in an unfavorable direction (Table 6). 


% Over-all attitudes, as reflected in the 

Distribution total score, were predominantly favorable 

Index Attitude score* Test Retest | (Table 5) and did not change on the ay- 

KERRE Favorable s1 82 erage (Table 6). Table 9 indicates that 

` Neutral 19 18 no Questionnaire score changed signifi- 
Unfavorable 0 0 cantly. 

Psychiatrist Favorable 65 69 It was suggested above (in the section on 

Neutral 29 28 the Sentence Completion Test) that pro- 

Unfavorable By; 8 cedures tapping more conscious ideas may 

Treatment Favorable 61 50 be less effective in eliciting unfavorable at- 

Neutral 38 49 titudes. The overwhelmingly favorable at- 

Spaan 1 j titudes expressed on the Questionnaire are 

Ros Nery favorable AOO consistent with such a hypothesis: the Ques: 
ý Moderately favorable 40 56 : . 

Kentan lotnis tionnaire was constructed to assess even 

Moderately more conscious attitudes than the Sentence 

unfavorable PASI l Completion Test. In other words, it ap- 

Very unfavorable oo pears that tests eliciting progressively more 


* Scores are on a continuum, ranging from 4 to 
12 (12 to 86 for Total), with a low score represent- 
ing more favorable attitudes, 


Attitudes Questionnaire. Table 6 shows 
score changes. j 

The largely conscious Questionnaire 
technique elicited virtually no unfavorable 
attitudes among nursing students. Hos- 
pitals were seen in a highly favorable light 


conscious attitudes are progressively less 


+ able to reveal any unfavorable attitudes. 


Comparison with patient attitudes: Table 
7 compares nursing student and patient 
Questionnaire scores at initial testing. 

In general, patients have more extremely 
favorable attitudes than do nursing students 
on this largely conscious measure. This 
represents a reversal of the trend on the 


TABLE 6 


Change in nursing student scores on Attitudes Questionnaire 
(from initial testing to retesting) 
% Distribution of attitude score change 


Less Much less 


Much more More Negligible 
Index favorable favorable change favorable favorable 
Hospital | 0 15 73 12 a 
Psychiatrist 3 17 70 10 an 
Treatment 0 9 69 22 0 
Total 2 22 55 20 : 


haan EN Saat 
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TABLE 7 


Comparison of patient and nursing 
student scores on Attitudes 
Questionnaire 

` (initial testing) 


% 
Distribution 
Pa- Stu- 

* Index Attitude score* tients dents 
Hospital Favorable 73 81 
Neutral 24 19 
Unfavorable 8 0 
Psychiatrist Favorable 80 65 
? Neutral 16. 29 
Unfavorable 4 6 
Treatment Favorable „638 6l 
Neutral 36 38 
Unfavorable 1 1 
Total Very favorable 55 40 
Moderately favorable 30 40 
Neutral ll 19 

Moderately 

unfavorable 3 1 
Very unfavorable 1 0 


“Scores are on a continuum, ranging from 4 to 
12 (12 to 86 for Total), with a low score represent- 
ing more favorable attitudes. 


Picture-Attitudes Test, which presumably 
taps far fewer conscious attitudes, and to 
which the patients’ responses were gener- 
ally less favorable. j 

Since the Questionnaire is obviously 
the most susceptible of the three measures 
to conscious control and “faking,” it may 
be hypothesized that patients seize the op- 
portunity to deny their stronger and more 
troublesome negative feelings about psy- 
chiatric matters and do so to a more marked 
degree than do nursing students. 


Souelem Attitude Scale 


N ursing students attitudes: Table 8 shows 
Mean, standard deviation, and range of 
Souelem scores for students (test and retest) 
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and patients (test), together with Souelem’s 
patient norms. It is evident that no change 
took place in nursing student attitudes as 
measured by Souelem scores. 


Comparison with patient attitudes: It can 
be seen that nursing student scores indicate 
slightly (but not significantly) more favor- 
able attitudes than Institute patient scores, 
which in turn are slightly (but not signifi- 
cantly) more favorable than Souelem’s VA 
and State hospital patient norms. 

A comparison of variability is also of 
some interest. While the range of scores 
for all groups is roughly equivalent, stu- 
dents’ scores tend to cluster around the 
mean considerably more than patient scores, 
Souelem’s groups being most variable of 
all. 


Comparison of Student and 
Patient Changes 


Patient changes: Some information is avail- 
able on changes in patient attitudes during 
psychiatric hospitalization. A previous 
study (7) reported on 30 patients whose 
attitudes were assessed within two weeks 
after admission to the Institute of Living, 
and reassessed after specified periods of 


TABLE 8 


Comparison of nursing student (test 
and retest) and patient (test) 
scores with norms * 


N M SD Range 

Nursing student 
Test 98 3.82 .50 3,0-7.3 
Retest 93 3.80 .56 2.7-6.3 
Patient test 177 4.26 81 3.1-7.9 

Souelem norms 
VA hospital 95 4.57. 1.06 3.0-8.2 
State hospital 103 4.46  .99 3.0-7.1 


* (Souelem, 1955.) 
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time: 10 patients were retested after two 
months, 10 after four months, and 10 after 
six months. The average interval of about 
four months was thus roughly comparable 
to the three-month interval between stu- 
dent testings. 

Apart from predetermining the time be- 
tween test and retest, no other selection 
criteria were employed in choosing patients. 
Nevertheless, it was subsequently discovered 
that the three groups were different in cer- 
tain respects from each other and from the 
larger unselected group whose initial atti- 
tudes had been assessed (1, 2). Because of 
these differences, and because of the small 
number of patients retested, only tentative 
comparisons can be made between patient 
and nursing student attitude changes. 

From the four measures comprising the 
Psychiatric Attitudes Battery, 17 scoring in- 
dices for evaluating attitudinal change were 
derived. 


Comparison of student and patient changes: 
In general, for all three patient groups, at- 
titudes toward psychiatrists, treatment, and 
outcome became more positive; attitudes 
toward the psychiatric hospital underwent 
no change. In contrast, nursing students’ 
attitudes toward the hospital were the only 
ones showing consistent changes in a fa- 
vorable direction; students’ attitudes in 
other areas generally became slightly 
(though insignificantly) less favorable. 

That students’ attitudes toward hospitals 
are particularly improved is the more 
striking in that their initial attitudes toward 
hospitals were relatively more favorable 
than patients, and patient data indicated 
that it was the less favorable initial atti- 
tudes that underwent the more marked 
positive changes. 

This contrast between student and pa- 
tient changes may be hypothesized to re- 
flect the different emphasis in experience 
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at the Institute: students are perhaps more 
oriented toward functioning in the general 
hospital setting, while patients are far more 
intimately involved with psychiatrists and 
psychiatric treatment and have a more per- 
sonal interest in the outcome of treatment. 

Patient data suggested that longer hos- 
pital stays were associated with increasingly 
great attitudinal shifts in the positive direc- 
tion, implying that increasing experience 
and knowledge of psychiatric matters tend 
to improve attitudes toward them; it is 
reasonable to suppose that differential in- 
terests modify the effects of hospital experi- 
ences on attitudes. 

One other patient change was noted: less” 
intellectual control was exhibited in the 
Picture Attitudes scores at retest. The same 
tendency is present in nursing student 
stories. However, students also exhibited 
decreased emotional involvement in their 
stories, while patients did not, possibly be- 
cause students were near the end of their 
hospital stay, and knew it, while patients 
were not necessarily ready to be discharged, 
and thus actually continued to be relatively 
strongly emotionally involved in hospitali- 
Zation. , 

Patient data suggested that more con- 
scious attitudes were more resistive to 
change: almost all the significant changes 
were reflected on the Picture Attitudes and 
Sentence Completion tests. A similar trend 
was noted in the nursing student data, al- 
though far fewer significant changes were 
established: all three of the significant 
changes were elicited by the Picture Atti- 
tudes Test (see Table 9). 


Significant changes in nursing 
student attitudes 


In order to assess the significance of 
changes in nursing students’ attitudes 
toward psychiatric matters during psychi- 
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TABLE 9 
Significant test-retest differences in nursing student attitude scores 
Test Index Significance Interpretation 
Picture attitude Affective intensity P<.01 Affect decreased 
Intellectual control P<.02 Intellectual control decreased. 
Hospital situation P<.01 Perception of hospital became more favorable 


Sentence completion 
Questionnaire 
Souelem 


atric affiliation, test-retest differences in at- 
titude scores for the combined groups were 
analyzed by t-tests of the mean differences. 
Results are summarized in Table 9. 

It will be seen that of the 17 test-retest in- 
dices, only three are significant. Of these, 
only one directly reflects shifts in attitude, 
i.e., a change in perception of the hospital 
situation (Picture Attitudes Test) to a more 
favorable one. It has already been com- 
mented that less-conscious attitudes, such 
as those tapped by the Picture Attitudes 
Test, reveal change more readily than more 
conscious attitudes, and that it was the 
area of attitudes toward hospitals that 
seemed to have the most valence for nurs- 
ing students. It is consistent to suppose 
that these two factors combined to bring 
about a significant change in this index. 

The other two significant test-retest dif- 
ferences reflect changes in the form and 
content of stories elicited by the Picture 
Attitudes Test, i.e., less affect is expressed, 
and stories reflect less intellectual control. 
While these changes suggest increasingly 
unfavorable attitudes, it has been suggested 
that such shifts are largely a reflection of a 
change in the test-taking situation itself, 
Telated to the fact that the students were 
Nearing the end of their affiliation, and 
thus had sharply decreased interest or emo- 
tional involvement in their test productions. 


(No significant changes.) 
(No significant changes.) 
(No significant changes.) 


SUMMARY 


This study was designed to explore one 
facet of the attitudinal atmosphere pre- 
vailing in a private mental hospital. 
Whereas previous studies by the authors 
and their associates have investigated pa- 
tient attitudes and their implications for 
successful treatment, the present study ex- 
amined attitudes of service personnel. 
Affiliating nursing students, specifically, 
were chosen for study because of their close, 
if transient, contact with patients, their 
availability for assessment as a group, and 
the relative homogeneity of the group. 

Attitudes toward psychiatric hospitals, 
psychiatrist, and psychiatric treatment were 
assessed by means of the Psychiatric Atti- 
tudes Battery at the beginning and again 
at the end of the students’ three-month af- 
filiation. The pattern of attitudes at each 
testing, as well as the changes between 
testings, have been described for each of 
the four tests comprising the battery, and 
for each general area of attitudes. 

While marked group differences made 
precise statistical comparisons inappropri- 
ate, descriptive comparisons were also made 
between students and a previously studied 
group of patients on initial attitudes, and 
some tentative comparisons were ventured. 
between students and a small group of pa- 
tients on retest indices of attitude and on 
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attitude change. Some tentative interpre- 
tations of the patterns of data were indi- 
cated; hopefully these ideas may serve to 
suggest further research. A formal statisti- 
cal approach was utilized in assessing the 
| Significance of nursing student attitude 
changes; three of seventeen test indices 
changed significantly. 
Although specific findings of this explora- 
» tory study were far too complex to sum- 
marize in detail, two over-all trends stand 
out rather clearly. First, patient attitudes 
toward psychiatrists, psychiatric treatment, 
and outcome of treatment tended to become 
more positive during hospitalization, while 
their attitudes toward psychiatric hospitals 
remained essentially unchanged. In con- 
trast, student attitudes toward hospitals 
shifted in a more favorable direction, and 
their other attitudes became slightly 

(though insignificantly) less favorable. This 
contrast has been interpreted in terms of 
the different emphasis and personal mean- 
ing of hospital experiences of the two 
groups. 

Second, patient's attitudes were generally 
less favorable than students’ on measures 
of largely “unconscious” attitudes, and 
more favorable on measures of most “con- 
scious” attitudes. This difference has been 
assumed to imply that patients have 
stronger and more distressing underlying 


negative feelings about psychiatric matters, 


which are elicited by “projective” tests, and 
which they, more than students, need to 
deny on a conscious level. 
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The school administrator’s 


Over the past decade there has been a 
slowly increasing recognition that the school 
administrator is a key factor in determin- 
ing the type of atmosphere and climate pre- 
vailing in a school or school system. 

However, an examination of inservice 
training programs for school administrators 
and programs of professional meetings re- 
veals that very little program time is de- 
Voted to a consideration of the school ad- 
Ministrator’s role in relation to the mental 
health of the school or school system. Al- 
Most nonexistent are programs or program 
time devoted to examining the principles, 
factors or forces which may be useful in 
Strengthening the mental health of the 
School administrator. 

References in some of the standard texts 
on school administration (1, 2) and a num- 
ber of studies (3, 4) indicate that there is a 
rowing awareness of the role of the school 
administrator vis-à-vis the emotional clim- 
ate of a school or school system. For ex- 
ample, Jenkins and Blackman in their 


mental health 


study of Antecedents and Effects of Admin- 
istrative Behavior state that “Atmosphere 
is the kind of emotional climate that sur- 
rounds the group operation. Inasmuch as 
the administrator has an important. posi- 
tion in the school, he is very likely to have 
a predominant effect on the emotional en- 
vironment in which the teachers work” (1). 

The school administrator’s influence on 
the emotional climate of the school is often 
pervasive but little understood in terms’ of 
its total impact.: For example, if the ad- 
ministrator has had a “bad day” or is under 
considerable tension, nervous and irritable, 
“feeling low” or short-tempered, this often 
has immediate and far-reaching repercus- 
sions. Some of the teachers and school per- 
sonnel are aware how the adminstrator 


Dr. Otto was formerly assistant professor of mental 
health, College of Education, The University of 
Georgia, Athens, Ga. He is now associate professor, 
Graduate School of Social Work, University of Utah, 
Salt Lake City. 
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feels, often early in the morning. They 
sense his shortness and irritability and this 
in turn causes them to be tense. 

By noon the effects are noticeable over 
a considerable portion of the school, and 
by the time school closes practically every 
staff member knows that this has been an 
“off day.” Inevitably classrooms are af- 
fected. Many times there are classroom 
disturbances with no seeming cause which 
make teachers remark at breaktime in the 
faculty lounge: “I wonder what got into 
them today?” In the majority of instances, 
neither the school administrator nor the 
staff knows the origin of such student be- 
havior or why this particular day left every- 
one with the feeling of disturbance. 

Both school administrator and staff often 
have difficulty in seeing that a cause/effect 
relationship may exist between the admin- 
istrator’s mental healthiness and the pre- 
vailing climate of the school. During a re- 
cent conference on school mental health, 
a consultant from the National Institute of 
Mental Health was asked about the impor- 
tance of the school administrator's mental 
health, 

He replied: “This reminds me of the 
question ‘Is the teacher’s mental health 
more important or that of the children?’ 
My answer always is: ‘The teacher's.’ The 
teacher's mental health status has a great 
deal to do with the mental healthiness of 
the students. The administrator’s mental 
health is the most important because his 
state of mental healthiness influences the 
teachers and staff and through them, the 
students,” 

No studies exist to determine in what 
ways and by what means school adminis- 
trators attempt to cope with the stresses, 
strains and tensions which are an integral 
part of their professional setting. In the 
course of developing a mental health pro- 
gram in a teacher training institution (5) 
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the writer did considerable consultatory 
work with school administrators. School 
mental health consulation services to ad- 
ministrators were extended as a part of 
ongoing inservice training programs for 
teachers and on the basis of individual re- 
quests for such services. Conferences with 
school administrators were conducted in 
connection with classes, workshops or proz 
fessional meetings usually held on the 
campus of the University of Georgia e" 
It was noticed that in the majority of in- 
dividual or group conferences with school 
administrators, questions and discussions 
would first focus on the tensions or pres- 
sures which administrators felt were present” 
in their professional environment. This” 
was invariably followed by remarks or com= 
ments indicating that administrators felt p 
need to foster or improve their mental 
health. Usually this was expressed through 
humorous or jocular references such asi 
“I need more mental health but how can IT 
get it? I guess I need a psychiatrist . . + 
(general laughter). Or, “Yes, I know all 
these pressures are not good for my mental 
health, but if I am going to stay with the 
job I'll have to learn to live with them. 
You tell me how . . .” (laughter). 
The persistent emphasis on the topic 
“What can be done to improve the mental 
health of the school administrator?” sugi 
gested a survey-type study to explore what 
practices school administrators believe ha 
had a positive or strengthening effect on 
their mental health. Consequently, when $ 
ever the opportunity arose—either in 
dividual conferences or as a part of group 
discussions—over a five-year period, the 
following question was routinely posed and 
the results recorded: “What practices hav 
you used or what things have you don 
which you believe have improves yo’ 
mental health?” d 
This question not only produced spe cif 
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answers but was often followed by spon- 
taneous group discussion after the responses 
had been listed. The writer kept notes on 
the group discussions and recommendations 
` and this data is used for this present study. 
A total of 321 responses were recorded over 
a five-year period. Responses were con- 
tributed by 137 Georgia school administra- 
tors either in a group setting (inservice 
training activities and workshops or college 
classes) or during individual conferences 
(consultation). The responses can be sum- 
marized as follows: 
Practices WuIcH ScHooL Ap- Number Percent 


MINISTRATORS BELIEVED IMPROVED of of 
THEIR MENTAL HEALTH responses responses 


1, Talking it out or talking it 


over 86 26.7 
2. Developing good administra- 

tive working relationships 81 25.3 
3. Handling work pressures, 

routines and office atmosphere 57 17.8 
4. Securing a balanced life out- 

side of the office 48 14.9 
5. Others 26 8.1 
6. Improving communication 

and listening 23 7.2 

351 100 


An analysis and discussion of each group 
of responses is presented and some of the 
outcomes, conclusions and recommenda- 
tions from the various group discussions 
will be given in summary form. 


TALKING IT OUT OR TALKING 
IT OVER 


Slightly over one-fourth of all recorded 
Tesponses fell into this grouping. One 
school administrator described the mental 
hygiene value of “talking it over” or “talk- 
ing it out” as follows: 
“If I don’t talk it out, I am too full of what 
happened and how I feel about it to get a con- 
structive perspective. My emotions take over. If 
I let this emotional complex sit, I know I have 
got to wait for a while before I act. When I 
talk it out I can usually act much more quickly 
because I get my good judgment back as I talk.” 


OTTO 


The words “getting it off your chest,” 
“blowing off steam” and “getting it out of 
your system” were often used to describe 
this process. 

Although a significant percentage of 
school administrators seem to be convinced 
of the prophylactic properties of. “talking 
things out,” analysis of the records brought 
to light an interesting fact. The large num- 
ber of responses in this category was trace- 
able in part to the recognition by school 
administrators (usually in the. course of 
group discussion) that they had been using 
this principle, although not consistently 
and often without being consciously aware 
that it had anything to do with mental 
health. This is illustrated by the follow- 
ing remarks: 

“I do this every now and then but not often 
enough.” “I have been doing this off and on for 
years but mostly when absolutely driven by pres- 
sures and circumstances. I never thought of do- 
ing it consistently as a method of dealing with 
pressures.” 

“When I couldn’t take the tension, I talked things 

out. I know I ought to use this before the ten- 

sions get that high.” 


Some administrators suggested that selec- 
tion of appropriate office personnel would 
facilitate use of this principle. In many 
group discussions the statement was made 
that the most desirable type of secretary 
should have qualities of understanding and 
the ability to listen as well as proficiency in 
clerical skills, One administrator said “I’ve 
got me a good secretary. She lets me blow 
up and listens to me and doesn’t take it 
personally.” 

Other administrators called in members 
of the teaching staff with whom they had 
close relationships and talked over certain 
problems with them. Wives were described 
as often “being good listeners,” although 
the general conclusion was to solve prob- 
lems on the spot if at all possible and not 
to “take them home.” 
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DEVELOPING GOOD ADMINISTRATIVE 
WORKING RELATIONSHIPS 
An almost equally large group of responses 
(one-fourth of the total) gave an indication 
that establishment of good working rela- 
tions with superiors and school personnel 
fostered mental healthiness. ‘This seemed 
to be an area fraught with some anxiety 
and tension, as in the majority of group 
discussions cases of inadequate working re- 
lations with superiors as well as colleagues 
were brought to light. In many instances 
discussion led to considerable self-revelatory 
sharing of past experience, often dating 
back to the early working history of the ad- 
Ministrator. Self-revelatory remarks were 
often in a humorous vein and accompanied 
by much laughter. On many occasions prin- 
cipals and superintendents related experi- 
ences with school administrators while they 
were still staff members and had not been 
engaged in administrative work. These in- 
cidents and case histories were almost in- 
variably illustrative of harmful or hurtful 
administrative-staff relations and repre- 
sented affectively charged experiences for 
the school administrator involved. Invari- 
ably, lack of good working relations with 
school personnel and superiors was iden- 
tified as a mental health hazard. 
Repeatedly school administrators would 
make remarks indicating that developing 
good working relations with school per- 
sonnel (and colleagues) had made a major 
contribution to their mental health. For 
example, the principal of a grade school 
“made the following comments: 
“The best thing I have done for my mental 
health was to work on what I call creating the 
best possible working atmosphere. A committee 
and I worked on this for the first. three months 


of the school year and I now have the best work- 
ing relations with my teachers I have ever had.” 


The superintendent of a large school sys- 
tem made this observation: 
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“One day I sat down and took a hard look 
at my way of working with administrative and 
school personnel. This had been bothering me 
for some time and I hadn’t been able to sleep 
well, so you can see my mental health was af- 
fected. 
ing together and I must be a member of the 
team. I have been hitting that theme ever since 
and it has not been a bed of roses. But for the 
first time in 15 years as superintendent I am not 
losing any sleep over this problem. I can see an 
improvement from month to month. This has 
improved my mental health more than anything 
else I have done.” 


A good working relationship with su- 
periors was often described as one which 
was considered by both parties as productive 
and satisfactory and that this relationship 
had close similarities to the educational 
process, with learning taking place on both 
sides. Surprisingly, a number of adminis- 
trators underscored the fact that even an 
unsatisfactory relationship with an admin- 
istrative superior can be used positively and 
can become a source of strength and growth. 

Principal A: 

“My superintendent makes decisions for me and 

I sometimes end up in left field as a result but 

I continue to believe that people can change, 

even at his age. I have been working on him and 

with him for years, It is slow work, like the rain- 
drop on the stone. When I look back where he 

started, I realize we have come a long way. I 

get some satisfaction from this.” 

Principal B: 

“I look at what my superintendent does, take 

what he does, turn it around and look at myself. 

For example, he makes all decisions, even many 

he knows should be up to me.I used to make 

more decisions for my teachers than I should 


have. This has stopped. He never gives me Of | 


anyone else any recognition or praise. I began 
giving all the deserved recognition and praise I 
could possibly give to all my staff. This has 
transformed the school; it’s also done wonders 
for my mental health.” 


Another area in which there was evidence _ 


of considerable emotional involvement cen 
tered around the matter of presenting com 


I decided this had to be a team work- ` 


3 
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troversial issues to the superior. Generally, 
there was a consensus that a “straight from 
approach was favored as a 
means of respecting and recognizing the in- 
tegrity of both administrator and superior. 
One administrator said: 
“I always present my point of view, or the way 
I see an issue, to him straight and clear-cut, no 
matter how unpleasant. He may. not like me or 
what I have to say at the time but sometime later 
he has always respected me for it. Under these 
circumstances I maintain my integrity and at the 
same time I appeal to his integrity. I am saying 
to him: ‘he has it; he can exercise it,’ and he 
does,” 


There was general agreement that it is 
possible to build the type of relationship in 
which both parties feel free to differ with 
each other over controversial issues. A 
minority of administrators maintained that 
it should be possible at times to become suf- 
ficiently involved over an issue to differ 
strongly. One superintendent remarked: 

“I have the best working relations with the men 

who can argue with me. We may raise our voices 

and disagree but we respect each other and each 
other's judgment.” 


The “straight from the shoulder” ap- 
proach was contrasted. with the so-called 
“diplomatic” approach. The essential ele- 
ment of the “diplomatic” approach seems 
to be an inner feeling of conviction or 
certainty of the soundness of the particular 
judgment or view of a controversial issue 


_ held by the administrator which stands in 


opposition to that known to be held by his 
superior. As a consequence the adminis- 
trator withholds his conviction or even 
agrees with the superior, although he in- 
wardly rejects this superior’s views and at- 
titudes. One principal remarked: 
“Mr. S., my superior, has certain things he be- 
lieves in which I don’t believe. No amount of 
what I can say is going to change that. I keep 
quiet and think my own aa but I can’t 
say I like it,” 
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There was consensus that although most 
administrators use the “diplomatic” ap- 
proach at times, this approach was essen- 
tially detrimental to the self-respect and 
self-esteem of the user and in this way ad- 
versely affected mental health. 

Good administrative relationships with 
school personnel and superiors seem to 
emerge best as a consequence of working 
together on a problem. There was also gen- 
eral agreement that good working relations 
with colleagues and superiors must never 
be taken for granted, but that it takes con- 
tinued effort to maintain and improve 
them. It was recognized that the very proc- 
ess of working on the improvement of ad- 
ministrative relationships can have mental 
health values for the administrator who is 
consciously engaged in this process and who 
has “thought through” this problem. 


WORK PRESSURES, ROUTINES 
AND ATMOSPHERE 


The third largest group of responses (17 


‘per cent) indicated that certain ways and 


means of dealing with work pressures, rou- 
tines and office atmosphere improved the 
mental health of the administrator. The 
outstanding finding here was that the na- 
ture of the work pressures rather than the 
work pressures themselves were seen as hav- 
ing a relationship to mental health. 

It became evident that not only is the 
school administrator faced with many de- 
manding routine administrative tasks, but 
at the same time he is in a position to be 
continuously interrupted in order to deal 
with human relations problems of a con- 
siderable complexity and magnitude. 
Teachers, students and parents call on him 
throughout the day. The demanding na- 
ture of these human relations problems 
often make inroads on the emotional re- 
serves of the administrator. This induces 
an emotional state or feeling of “being 
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drained” or depleted at the end of the 
work day. In other words, the administra- 
tor feels that he has given of his emotional 
resources but has had very little “coming 
in.” 

This confronts the administrator with 
the task of finding the resources in his en- 
vironment (or within himself) which will 
provide him with the warmth of under- 
standing and the emotional support he 
needs. 

There was consensus among administra- 
tors that a direct relationship seems to exist 
in the administrator’s ability to provide this 
type of inflow and his capacity for handling 
work pressures Administrators also pointed 
out that all too often understanding col- 
leagues—staff members as well as parents 
—were untapped resources 

In a number of group discussions school 
administrators reached the conclusion that 
giving of understanding is a two-way proc- 
ess through which both the staff member or 
parent as well as the administrator can 
grow. 

“For a long time when parents came to my of- 

fice I saw them coming for advice from me and 

I gave it to them. This was false. I learned from 

them and they learned from me. We do it to- 


gether. They give something to me and I give 
something to them.” 


Toward the end of a group discussion one 
administrator concluded: 


“There are a number of warm and understanding 
persons in most school faculties. I think we 
should find out who these people are, cultivate 
them, discuss our problems with them. They 
have something to give to us and we have some- 
thing to offer them. We should call on them 
and invite them to help us. After all, a school 
isn’t run by the principal but by everyone in it.” 


It was recognized that many administra- 
tors have a tendency to postpone unpleas- 
ant tasks. This in turn creates tension, 
guilt and “last minute gallop,” a strenuous 
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and taxing effort to get the work done just 
before the deadline. Those administrators 
who had been able to break themselves of 
the “last minute gallop” habit reported a 
considerable lessening of tensions and an 
increased capacity for enjoying life and 
work. (“I don’t have the nagging feeling 
that the next work crisis is just around the 
corner.”’) 

Administrators admitted that it took a 
major crisis to stop the habit once it had 
become a routine mode of working. 

“It took just one little heart attack to change 

my working habits.” 


“One time I worked all night and sent in the 
worst job you have ever seen. It cured me in a 
hurry.” 


There was some consensus that a prop- 
erly trained, highly competent secretary 
who could relieve the administrator of 
routine tasks is the most effective single 
way of dealing with work pressures. A 
“depth approach” was recommended to 
achieve the best possible management of 
work pressures. It was suggested that in 
the course of a series of school system-wide 
workshops or institutes, administrators 
could concentrate in depth on the under- 
lying feelings and attitudes related to work 
pressures, work patterns and work habits, 
One administrator made the following sig- 
nificant statement: 

“I would want one institute only for principals, 

another one only for superintendents. I would ibe 

afraid for my boss to know about my work habits. 


We are all supposed to have a high degree of 
professional competency.” 


This idealized professional image of the 
principal or superintendent—as being 50 
proficient he very rarely makes any mistakes 
—creates a block to personal and profes- 
sional growth. Unless the person in 4 
position of administrative leadership takes 
concrete steps to deal with this block, his 
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subordinates may conclude that problems 
or mistakes must not be brought to the 
attention of their superior. This produces 
a stifling environment where the subor- 
dinate feels isolated. If he were to ask his 
superior for help with a problem, this 
would indicate he was lacking in profes- 
sional competency. There were definite in- 
dications that many administrators were 
operating in settings where they did not 
have the freedom to ask their superiors for 
help when errors in judgment had been 
made. 

The office atmosphere was seen as hav- 
ing an effect on the mental health of the 
administrator. Again, the emphasis was on 
the selection of office personnel who were 
friendly, warm and outgoing persons and 
who thereby created a relaxed and friendly 
atmosphere, coupled with efficiency and 
productivity. One superintendent said: 

“The first thing I did when I got into the office 

was to retire two of the old clerks in the front of- 

fice and replace them with the best products of our 
business school. I personally selected the friend- 
liest and most efficient girls I could find. The 
effect on me and everyone else was magic. The 


girls made everyone coming into the office feel 
welcome.” 


Transformation of certain physical as- 
pects of the office environment was seen as 
having a psychological effect. Air condi- 
tioning was cited as inducing a feeling of 
well-being and improving efficiency and 
thereby improving mental health. Several 
principals and superintendents used a ro- 
tating selection of student art to brighten 
their offices. Some administrators encour- 
aged office help and school personnel to 
grow potted plants and flowers. A number 
of school administrators also conducted a 
joint study with their office staff to effect 
a more comfortable and efficient placement 
_ of office furniture. The conclusion was 
that the arrangement of the office furniture 
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could change the atmosphere of the office. 

It was apparent that a considerable range 
of ideas, principles and procedures is at the 
disposal of the administrator who realizes 
that improvements in work pressures, of- 
fice routine and atmosphere can affect his 
mental health. There is every indication 
that this area offers many productive op- 
portunities which can bring immediate and 
often far-reaching results extending not 
only to the administrator but also to the 
school or school system. 


A BALANCED LIFE OUTSIDE 
OF THE OFFICE 
The fourth largest number of responses (15 
per cent) fell under this heading. ‘This rela- 
tively large number of responses seemed to 
reflect the recognition by school administra- 
tors that persons in leadership position are 
“overorganized.” They belong to too many 
organizations and their professional respon- 
sibilities increasingly encroach on their fam- 
ily lives and recreational pursuits. Often 
this is a gradual process so that many ad- 
ministrators are not aware of the extent to 
which their private lives and recreational 
and leisure-time have been curtailed. 
Analysis of responses indicates that at 
some period in their professional lives an 
approximately equal number of adminis- 
trators recognized that they were not spend- 
ing enough time with their families or that 
they did not have sufficient leisure-time for 
relaxation and recreation. These adminis- 
trators then took concrete steps to remedy 
this situation and reported a consequent 
lifting in morale and an improvement in 
mental health. One superintendent de- 
scribed this experience as follows: 
“I didn’t know what was wrong with me—I was 
always tense and tired. I must have belonged to 
more than a dozen civic and fraternal organiza- 
tions not counting professional groups. I was ac- 
tive in all of them. 
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“One night when I worked late and went to a 
dinner meeting I suddenly realized I hadn’t seen 
my family for the better part of the week. For the 
first time I really saw the full evenings in my 
schedule. I decided my trouble was that my pro- 
fessional life had taken over my home life. I 
called my. wife and we had a long talk and went 
over the organizations and my schedule together 
and I now have sufficient evenings at home. The 
time I spend with my family does more for my 
mental health than anything else.” 


:A principal of a large city high school 
made these remarks: 

“I was so involved in civic groups, speeches and 
committee work that most of my evenings were 
full. When they weren't full, I took work home. 
The best thing I ever did for my mental health 
was to wake up and see what was going on. I now 
deliberately schedule time for recreation and take 
my boys fishing.” 


There was general agreement that a 
school administrator must expect that his 
work is “never done” and that after office 
work and commitments are a part of the 
profession, At the same time there was 
recognition of the fact that administrators 
have a tendency to overload themselves 
with such obligations to the detriment of 
their effective functioning. For these rea- 
sons it was recommended that a periodic 
(quarterly) review of this area be under- 
taken. 


IMPROVING COMMUNICATION 

AND LISTENING 

Successful efforts to improve communica- 
tion between administrators and staff were 
cited as having a positive effect on mental 
health. Group discussions revealed that al- 
though a considerable number of admin- 
istrators were aware of a need to improve 
communication and listening skills, only a 
small percentage had taken any concrete 
steps to remedy the situation. Administra- 
tors were largely in agreement that it would 
be desirable to have the type of atmosphere 
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where staff members feel free to “drop in” 
to share with the administrator their con- 
cerns, observations and accomplishments, 


“At first I required appointments. Then I 
thought this through and decided to have ‘open 


house.’ I found I had to change my attitude and 


be really glad to see people regardless of what 1 
was doing. If it was something I couldn’t put 
off, I tried to make them feel that even though 
I had to get the report done, they were more 
important and that I wanted them to come back. 
At first I used to serve coffee as an icebreaker, 
This is no longer necessary. There is a totally 
new spirit in our school as a result.” 


Improvement in communications begins 


with a re-examination and change in at- 
titude and habit patterns of the administra- 
tor. Many ways and means to improve 
communication were found to be available. 
Some administrators discovered they could 
mimeograph up to 75 per cent of the busi- 
ness which had formerly occupied their 
staff meetings. Advance distribution of 


such a bulletin left considerable meeting 


time to be spent on productive discussion 

centered on areas of vital concern to school 

personnel and administrator alike. 
Suggestion boxes for staff, coffee breaks 


"in staff meetings and small group discus- 


sions within the staff meeting were some of 
the means employed to improve communi- 
cation. A number of administrators dis- 
covered the prophylactic value of listening. 
Becoming a good listener seemed to give 
them a feeling of being able to understand 
people better. 
“After I read a book on listening I was con- 
vinced that I had talked too much and was one 
of those ‘high verbalizers.’ It was slow at first, 
but then I began to hear things I had never heard 
before. My skill in understanding my staff in- 
creased—not to mention parents and board mem- 
bers. I have become a better administrator and 
am more interested in people and their prob- 
Jems.” 


Administrators agreed that it was not 
sufficient to merely read books on communt 
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cation and listening but that a different set 
of attitudes had to be developed. The rec- 
ommendation was made repeatedly that 
the area of communication and listening 
skills should be included in inservice train- 
ing programs for administrators as well 
as in institutes and workshops conducted 
for the purpose of training administrators. 


DISCUSSION 


The number of responses (86) under the 
heading “Talking it Out or Talking it 
Over” was larger than the number of re- 
sponses classified under “Developing Good 
Administrative Working Relationships.” 
Since the writer usually gave a short talk 
on school mental health (including a dis- 
cussion of mental health principles) pre- 
ceding the presentation of the survey ques- 
tion to the group, it is possible that the 
larger number of responses under “Talk- 
ing it Out or Talking it Over” is, in 
part at least, traceable to the content of 
the lecture-type presentation. It can be 
assumed that because “Talking it Out” was 
identified in the presentation as having 
mental hygiene value, a number of school 
administrators recognized that they had 
been using this principle without identify- 
ing it as having implications in terms of 
their mental health. 

If this assumption is correct, then the 
large number of responses under the second 
group “Developing Good Administrative 
Working Relationships” becomes even 
more significant. Perhaps this group would 
have ranked first by number of responses 
had the survey question not been preceded 
by a lecture or address which had reference 
to the practices outlined in group one. On 
the other hand, principles of “improving 
lines ‘of communication” and “acquiring 
added skills in listening” were also men- 
tioned during the lecture-type presentation 


OTTO 


and received a relatively low number of 
Tesponses. 

It is of interest to note that the first two 
groupings accounted for a total of 52 per 
cent of all recorded responses, whereas the 
next two largest groups—‘‘Handling Work 
Pressures, Routines and Office Atmosphere” 
and “Securing a Balanced Life Outside of 
the Office’—make up 32.7 per cent of the 
responses. This seems to point to a broad 
pattern: namely, that two main practices 
(“Talking it Out” and “Developing Good 
Working Relationships”) were used by a 
significant percentage of school adminis- 
trators and were felt to have a positive ef- 
fect on their mental health. 

Repeated recommendations by adminis- 
trators suggest the need for preservice and 
inservice training especially in reference 
to deeply established work habits and in 
relation to acquiring increased skills in 
communication and listening. A “depth 
approach” in terms of working with under- 
lying attitudes was suggested in both in- 
stances. 


SUMMARY 


Over the past decade. there has been an in- 
creasing awareness of the key role of the — 
school administrator vis-à-vis the emotional 
climate and atmosphere of a school or 
school system. However, very little pro- 
gram time at professional meetings or in 
inseryice training programs is being de- 
voted to an examination of the school ad- 
ministrator’s role in relation to the mental 
health of the school or school system. Pro- 
grams or program time spent on examining 
the principles, factors or forces which may 
be useful in strengthening the mental 
health of the school administrator are al- 
most nonexistent. 

As a part of a “Mental Health Program 
in a Teacher-Training Institution,” con- 
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sultation services were extended to school 
principals in the field as well as to groups 
of administrators attending professional 
meetings or engaged in preservice training 
course sequences and inservice training 
programs. 

It was noted that in discussions about 
school mental health a pattern emerged 
—school administrators tended first to talk 
about pressures or “mental health hazards” 
to which they felt they were exposed. Next, 
administrators would make comments or 
remarks (often in a humorous vein) indi- 
cating they felt a need to take concrete 
steps to improve their mental health. 

This suggested a study to determine what 
specific principles or practices school ad- 
ministrators had used which they perceived 
as having had a positive effect on their men- 
tal health. This study, conducted over a 
five-year period, revealed that 187 Georgia 
school administrators used a variety of 
practices which they reported as having im- 
proved their mental health: 


1, “Talking it out and talking it over” was 
used most frequently (26.7 per cent of 
total responses). 

2. “Developing good administrative work- 
ing relationships” was reported as being 
used with almost equivalent frequency 
as the above (25.3 per cent of the total 
responses). 

3: “Handling work pressures, routines and 
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office atmosphere” was next, with 17.8 
per cent of responses. 

4. “Securing a balanced life outside of the 
office” accounted for 14.9 per cent of the 
responses. 


It is hoped this modest study will stimu- 
late further investigation of principles and 
practices which may be useful in enlarging 
the mental health and emotional well-being 
of the school administrator. Perhaps this 
study can also make a contribution in the 
sense that time in inservice and preservice 
training programs will be devoted to an 
examination of the key role of the school 
administrator in relation to the emotional 
climate of the school. 
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Patterns of membership in 


a self-help organization in 


A number of sociological studies in recent 
years have been concerned with the gen- 
eral topic of the voluntary community or- 
ganization, and specifically with the per- 
sonal characteristics of individuals who 
join such groups. 

Wirth was among the first to note the 
growth of voluntary associations. He at- 
tributed the growth of such associations 
to the loosening of traditional family 
bonds in an urbanized society: “Being re- 
duced to a state of virtual impotence as 
an individual, the urbanite is bound to 
exert himself by joining with others of 


‘similar interest into organized groups to 


obtain his ends. This results in the enor- 
Mous multiplication of voluntary organi- 
zations . . .”1 

Rose? appears to be in basic agreement 
with this proposition when he reflects that 
voluntary associations fulfill the needs of 


mental health 


self-expression and social influence which 
had been satisfied before urbanization by 
the community, church and family. 

If individuals limited by the ayailabil- 
ity of necessary interpersonal relationships 
in the home and community are viewed as 
potential joiners of voluntary community 
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organizations, it should not be surprising 
that in the past decade former mental 
patients have been joining together in ex- 
patient groups. Such ex-patient groups, 
or self-help organizations in the mental 
health field, may be characterized as as- 
sociations of individuals currently resid- 
ing in the community, who at some time 
have been afflicted with some form of 
psychiatric disorder and who meet together 
to provide and obtain mutual help. 

A recent survey obtained information 
about the existence of 42 such organiza- 
tions, 76 per cent of which have been es- 
tablished since 1951. Although self-help 
organizations in the mental health field 
have greatly specialized goals and are com- 
posed of a highly selective segment of the 
general population, most of them meet the 
specifications which have usually been as- 
sociated with voluntary community organi- 
zations Such organizations usually have 
a formal structure, with a constitution and 
elected officers. Membership is on a vol- 
untary basis, with the stipulation that mem- 
bers be persons who have received prior 
treatment for psychiatric difficulties or who 
perceive themselves to be in need of some 
form of help. In addition, such self-help 
organizations are private, as distinguished 
from governmental agencies, and are usu- 
ally run on a nonprofit basis. 


SELECTIVITY OF MEMBERSHIP 


Although the number of ex-patient groups 
has increased at a rapid rate in the past 
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decade, total membership in such organi- 
zations may be estimated at less than 5,000. 1 
In comparison to the growth of Alcoholics 
Anonymous, which estimates a member- 
ship of over 150,000,4 the growth of clubs 
of former mental patients may be viewed 
as small. 

Palmer ® has discussed several deterrents 
to the growth of ex-patient organizations. 
She feels that the stigma associated with 
mental illness, the desire of many ex-pa- 
tients to forget about their hospitalization, 
and the relative heterogeneity of psychi- 
atric patients as compared to alcoholics 
are factors serving to limit the growth of 
social clubs for former mental patients. 

Although these factors may serve to limit 
the size of the membership, another pre- 
viously unconsidered explanation may be 
equally important: namely, that only cer- 
tain kinds of ex-patients will join such 
groups just as only certain kinds of indi- 
viduals will join voluntary community ot- 
ganizations. If the self-help organization 
in the mental health field is viewed as a 
special case of the community association, 
it may be that the same selective factors 
operating in relation to the joining of com- 
munity associations in general are present — 
in this special case. a 

A number of studies conducted in vari- 
ous communities have analyzed the per — 
sonal characteristics of joiners of voluntary 
civic, fraternal, social and religious as- 
sociations. The results have uncovered a 
surprisingly consistent series of differences 
between joiners and nonjoiners, despite 
the vast dissimilarity among the communi- , 
ties under study. In general, the follow- 
ing major trends have been indicated by 
the results: 

A. Membership is directly related ui 
socio-economic status. A number of studies 
have associated membership in voluntary 
community organizations to such indices 


of social class position as education, income 
‘and occupation.® 78% 10 ` Joiners have 
been found to have attained a higher level 
of education, to be employed more fre- 
quently in nonmanual occupations, and to 
have higher family incomes than non- 
joiners. 

B. Membership is associated with reli- 
gous preference. Protestant persons have 

been found to join voluntary community 
organizations more frequently than Catho- 
lic persons.!1,12 In addition, one study has 
| concluded that Jewish persons are more 
frequent joiners than Protestant persons.%* 

C. Membership is associated with family 
status. Married persons have been found 
to join voluntary community organizations 
more frequently than single individuals.% 
Married persons with children have been 
found to join more frequently than married 
persons without children.15. 16 However, 
the exact nature of the relationship be- 
tween the number of children and the ex- 
tent of participation may not be simple. 
Scott found that persons with two children 

_ are the most frequent joiners, persons with 
one child the least frequent, and persons 
with no children have participation rates 
somewhere in between.1* 

D. Membership is associated with age. 
Several studies have related age to extent of 
participation. Freedman and Axelrod 18 
found that persons in their forties are the 
Most frequent joiners, while Scott 1° found 
persons of 40 to 54 to be the most frequent 
joiners. 

| E. Membership is associated with sex. 
Men have been found to join voluntary 
community organizations more frequently 
than women.20, 21 However, Scott 2? found 
that, whereas men join fraternal organiza- 
tions more frequently, women join reli- 

Sous and church groups and betterment 

_ Organizations more frequently. 


Membership in a self-help organization 
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THE STUDY 


To test whether these same selective factors 
operate in regard to self-help organizations 
in the mental health field, information ob- 
tained in a study of Recovery, Incorpo- 
rated, was used.28 Recovery, Inc., is the 
largest and probably the oldest of these 
groups in the mental health field. It has 
1,800 dues-paying members and, by its esti- 
mate, a total membership of over 4,000. 
Recovery was founded in 1937 and is in- 
corporated under the laws of Illinois as a 
nonprofit organization. It is established on 
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and Mental Disease, 130(April, 1960), 297-314, 
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a national basis with local groups in 20 
states. The organization employs a par- 
ticular method of self-help and aftercare 
which was devised by its founder, A. A. 
Low.?4 Membership in Recovery, Inc., is 
open to all persons who have been hos- 
pitalized for mental illness and/or who per- 
ceive themselves to be emotionally dis- 
turbed, 

Information was obtained on a large 
sample of Recovery members through the 
use of mailed questionnaires. A total of 
1,875 questionnaires were sent to the head- 
quarters of the organization and were then 
distributed in the state of Michigan, since 
that region contains almost 50 per cent 
of the total Recovery membership; 450 
were sent to the greater Chicago area; and 
75 were distributed to members in other 
states, Seven hundred seventy-nine ques- 
tionnaires were completed and returned, 
providing a rate of response of 41 per cent. 

The responses of the members were ana- 
lyzed in order to answer three major types 
of questions: 


I. A Comparison oF THE SELECTED PER- 
SONAL CHARACTERISTICS OF THE RESPOND- 
ENTS AND RESIDENTS oF THEIR Home 
COMMUNITIES 


Are the members similar to or different 
from the other residents in their home 


24 Low, Abraham A., Mental Health through Will- 
Training (Boston: Christopher Publishing Co., 
1950). 

25 U. S. Bureau of the Census, Statistical Abstract of 
the United States: 1957 (Washington, D. C.: Govern- 
ment Printing Office, 1957), Tables 23, 45, 53, 135, 
263, 383. 

26 Detroit Area Study, Survey Research Center of 
the Institute for Social Research, Some Social and 
Economic Characteristics of the Detroit Area Popu- 
lation, 1952 (Ann Arbor: University of Michigan, 
1953), tables II-17; V-20; VI-2, 8; VIII-9; IX-5. 
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communities? If any differences exist be- - 
tween the Recovery group and the general’ 
population, are these differences the ones — 
that would be expected between a group 
of joiners and the general population? 


II. MEMBERSHIP PATTERNS OF RESPOND- 
ENTS 


Do the Recovery members belong to 
other voluntary community organizations 
or is their participation limited only to Re- 
covery, Inc.? Do they belong to fewer or 
more voluntary community organizations 
than do the residents of their home areas? 


III. RELATIONSHIP OF EXTENT OF PARTICI 
PATION IN VOLUNTARY COMMUNITY 
ORGANIZATIONS TO SELECTED PERSONAL 
CHARACTERISTICS OF RESPONDENTS 


Do Recovery members with extensive 
participation in other voluntary com: 
munity organizations differ from members 
with little or no such participation? Are 
these differences of the same nature that 
would be expected between joiners and 
nonjoiners? 


RESULTS 


I. A Comparison oF SELECTED PERSONAL 
CHARACTERISTICS OF THE RESPONDENTS 
AND RESIDENTS OF THEIR Home Com- 
MUNITIES 


Since nearly all the questionnaires were 
sent to Recovery members in Michigan and 
Illinois, the personal characteristics of the 
respondents were compared to the U. S. 
census data on residents of these states.” 
In addition, because 72 per cent of the 
questionnaires were distributed in Michi- 
gan, mainly in the vicinity of Detroit, com 
prehensive data provided by the Detroit 
Area Study? could also be used in the 
comparison. 
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A. Socioeconomic level 


In general, the respondents were found 
to be of a higher socioeconomic level than 
other individuals in the same geographic 
area. This trend was maintained in re- 
spect to each of the three indices of socio- 
economic level. 

1. Education: Eighty-nine per cent of 
the respondents had some high school edu- 
cation. Data on the general population 
of Illinois, Michigan, and the Detroit area 
indicated that only 52 to 67 per cent had 
been in high school, and only 13 per cent 
had been in college. 

2. Occupation: The respondents re- 
ported that they, or the major wage earners 
in their families, were employed in predom- 
inantly nonmanual occupations. Thirty- 
seven per cent cited employment in pro- 
fessional, managerial, and proprietorial oc- 
cupations, and 40 per cent in industrial or 
service occupations. In comparison, the 
major type of employment in their home 
areas was manual, with only 16 to 20 per 
cent employed in professional, managerial 
and proprietorial occupations, and 51 to 
62 per cent in service or industrial occupa- 
tions. 

3. Family income: Unfortunately, the 
data’ on family income do not permit a 
direct comparison because the respondents’ 
incomes are for the year 1957, while the 
other information pertains to 1955. How- 
ever, there is some indication that a higher 
percentage of respondents had family in- 
comes of over $5,000 as compared to resi- 
dents of the Detroit area or urban families 
in the United States, Sixty-seven per cent 
of the Recovery incomes were over $5,000 
as compared to only 48 to 56 per cent 
of the Detroit area and general U. S. in- 
comes, G 
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B. Religious preference 


In general, the religious composition of 
the respondents’ group was similar to that 
of the Detroit area and to the available 
statistics on the total U. S. population. 


C. Family status 


1. Marital status: There appeared to be 
a higher proportion of married persons 
in the sample than in the general popu- 
lations of Michigan and Illinois. Eighty- 
three per cent of respondents were cur- 
rently married as compared with 67 to 69 
per cent of residents of the two states. 
However, the Detroit area population in- 
cluded almost as high a proportion of 
married persons as the sample. 

2. Family size of married persons: There 
appeared to be no difference in the family 
size of the married respondents and the 
married residents of the Detroit area. No 
comparable statistics about residents of 
Michigan and Illinois were available. 


D. Age 


There was a slight tendency for re- 
spondents to be younger than the popula- 
tion of their home communities. Fifty- 
five per cent of respondents were between 
the ages of 21 and 41 as compared to 45 
to 52 per cent of the general population. 


E. Sex 


The respondents’ sample was composed 
predominantly of women. Seventy-eight 
per cent were females as compared with 
the approximately even distribution of 
males and females in their home areas. 


It should be kept in mind, however, that 
these findings are based on a 41 per cent re- 
turn rate of the questionnaires, This may 
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suggest that the responding Recovery mem- 
bers constitute a selective sample of the 
total Recovery membership. However, 
this point may be minimized if the fol- 
lowing factors are taken into account: 

(1) The distribution of respondents in 
terms of such surface variables as age and 
sex corresponded to systematic observations 
of attenders at meetings. 


(2) The responses on questionnaires re- 
turned earliest were similar to responses of 
those returned as much as six months later. 


(3) A 41 per cent rate is not unusually low 
for a study of this nature. 

(4) Although 1,875 questionnaires were 
sent to Recovery headquarters, it cannot 
be ascertained that all were distributed. 
This implies that the response rate is 41 
per cent at minimum, but may be higher. 

(5) The members were urged strongly by 
the Recovery leaders to fill in the question- 
naires, 

Thus, while it may not be assumed 
that the respondents are representative of 
the entire Recovery membership, they do 
represent that part of the membership most 
actively involved in the organization. 


II. MEMBERSHIP PATTERNS OF THE 
RESPONDENTS 


In general, the respondents indicated 
that they were active in a number of vol- 
untary community organizations. Only 
31 per cent of the respondents were not 
members of any voluntary community or- 


a eh 
27 Axelrod, M., “Urban Structure and Social Par- 
ticipation,” American Sociological Review, 21(Feb- 
ruary, 1956), 18-18, 
28 Scott, J. C., op. cit. 


29 Questionnaires of 22 Tespondents who did not 
answer the questions concerning membership in 
voluntary community organizations were not used 
in this analysis. 
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ganizations other than Recovery. The non- 
membership rate for the Detroit area popu- 
lation was only slightly higher at 37 per 
cent.27 However, a review of studies of 
membership in community organizations 
in other locations has estimated nonmem- 
bership rates to range from 35 to 74 per 
cent.?8 In comparison to these findings, 
the respondents would seem to be rela- 
tively active in community organizations, 


II. RELATIONSHIP OF EXTENT or PARTICI 


PATION IN VOLUNTARY COMMUNITY 
ORGANIZATIONS TO SELECTED PERSONAL 


CHARACTERISTICS OF THE RESPONDENTS — 


The respondents were divided into three 
groups on the basis of the extent-of their 


participation in other voluntary commu- 


nity organizations. Selected personal char 


acteristics of the 234 respondents who re- — 


ported belonging to no other such organi- 
zations were compared with those of the 
347 respondents who reported having one 
or two additional memberships and those 
of the 176 respondents who reported three 


or more such memberships.2® Table 1 is 


a summary of the results. 


A. Socioeconomic level 


In general, number of memberships in 
voluntary community organizations was 
found to be positively associated with each 
of the three indices of socioeconomic 
level. All relationships were significant 
at beyond the .001 level. $ 

1, Education: Number of memberships 
was found to be positively related to num- 
ber of years of formal education. Forty 
per cent of the respondents who belonged 
to three or more voluntary community oF 
ganizations reported having gone to col 
lege as compared to only 19 per cent of 
the respondents who belonged to no such 
organizations, 
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TABLE I 
Number of memberships in voluntary community organizations for 
selected personal characteristics 
Number of memberships 
None 1-2 3 or more Chi Square df P: 
A. SOCIOECONOMIC LEVEL Bie ; 
1, Education 29.87 4 001 
0-8 years 17% 8% 8% 
9-12 years 64%, 60%, 53%, 
, Some college 19% 32% 40% 
2. Occupation 31.69 4 -001 
Professional, managers and proprietors 27% 35% 54% 
Clerical and sales 27% 22% 20%, 
Industrial and service 45% 43%, 27% 
3. Family income 21.48 4 +001 
Below $5,000" 41%, 32% 23% 
$5,000-$8,000 41%, 447, 41%, 
Above $8,000 18% 24%, 36% 
B. RELIGIOUS PREFERENCE 35.92 4 s.001 
Protestant 45% 538% 60% 
Catholic 48%, 41%, 23%, 
Jewish 1% 6% 17% 
C. FAMILY STATUS } 
1. Marital status 3.65 2 20 
Married 79% 83% 87% 
Single, widowed or divorced 21% 17% 13% 
2. Family size of married persons ns 
No children 16% 10% 11% 
1-2 children 54%, 55% 60% 
3 or more children 30% 35% 30% 
D. AcE 
21-40 63% 538% 47%, 10.42 2 -01 
41 and above 38% 471% 54% 
E. Sex ns 
Male 22%, 23%, 20%, 
Female 78% 71% 80% 


2. Occupation: Number of memberships 
was found to be related to level of occu- 
pation of the respondents or of the major 
wage earner in the respondents’ families. 
Fifty-four per cent of the respondents who 
belonged to three or more voluntary com- 
munity. organizations reported that the 
major wage earner in their family was em- 
ployed in a professional, managerial or 
Proprietorial capacity, while only 27 per 
cent reported employment in an industrial 
or service occupation. In comparison, in 
the group of respondents belonging to no 
other voluntary community organizations, 


only 27 per cent were employed in profes- 
sional, managerial or proprietorial capaci- 
ties, while 45 per cent were in industrial 
or service occupations. 

3. Family income: Number of member- 
ships was found to be positively related to 
annual family income. Of the respondents 
who belonged to three or more voluntary 
community organizations, 36 per cent re- 
ported family incomes of over $8,000, while 
only 23 per cent reported family incomes 
of less than $5,000. In contrast, only 18 
per cent of the respondents who belonged 
to no organizations reported family in- 
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comes of over $8,000, while 41 per cent 
reported family incomes below $5,000. 


B. Religious preference 


Number of memberships in voluntary 
community organizations was found to be 
significantly associated with religious pref- 
erences at beyond the .001 level. There 
tended to be a higher proportion of Protes- 
tant and Jewish persons in the group of 
respondents who belonged to three or more 
voluntary community organizations (60 
per cent and 17 per cent respectively) than 
in the group of respondents who belonged 
to no such organizations (45 per cent and 
7 per cent respectively). Conversely, there 
was a higher percentage of Catholic per- 
sons in the group with no other member- 
ships (48 per cent) than in the group with 
three or more memberships (23 per cent). 


C. Family status 


No significant relationship was found 
between family status and number of mem- 
berships in voluntary community organi- 
zations. In terms of marital status, a 
slightly higher proportion of the respond- 
ents who belonged to three or more or- 
ganizations were married persons. Among 
the married respondents, no relationship 
was found between number of children and 
number of memberships in voluntary com- 
munity organizations. 


D. Age 


Number of memberships was found to 
be positively related to age at the .01 level. 
Fifty-four per cent of the respondents who 
belonged to three or more voluntary com- 
munity organizations were 41 years of age 
or older as compared to only 38 per cent 
of the respondents belonging to no or- 
ganizations. 
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E. Sex 


No relationship was found between 
number of memberships in voluntary com- 
munity organizations and the sex of the 
respondents. 


DISCUSSION 


Certain selected personal characteristics of 
members of a self-help organization in the 
mental health field were studied in order 
to determine whether the same selective 
factors which have been associated with - 
membership in voluntary community or 
ganizations in general were also operating | 
in this special case. 

The members were found to differ from 
the general population of their home com- 
munities in certain respects, the differ- 
ences being those that would be expected 
between joiners and the general popula- — 
tion. The members of the self-help organi- 
zation tended to have a relatively high so- 
cloeconomic status. They had attained 
a higher level of formal education and 
were more frequently employed in profes- 
sional, managerial and proprietorial ca- 
pacities than adult residents of their home 
communities. i 

Although the data obtained on family 
income may not be exactly comparable, 
the members of the self-help organization 
also tended to have higher family incomes. 
In addition, a higher proportion of the 
members than of the general population 
were married. In these respects, the mem- 
bers of Recovery, Inc. were found to share 
the characteristics associated with member- 
ship in voluntary community organizations 
in general. 

No differences were found between the | 
members and the general population ™ 
the distribution of religious preference’, 
although it has previously been found that 
Protestant and Jewish persons tend to jom 
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more frequently than Catholic persons. 
The fact that this particular self-help or- 
ganization has received public approval 
from individuals in the hierarchy of the 
Catholic Church may explain the lack of 
expected difference. 

In respect to sex distribution, the ma- 
jority of the members of the self-help or- 
ganization were women. Although men 
had been found to be more frequent join- 
ers of voluntary community organizations 
than women, men had also been found to 
join fraternal type organizations more fre- 
quently. Women, on the other hand, were 
found to be more frequent joiners of 
church and religious groups and of better- 
ment organizations. Thus it is not sur- 
prising that, although men are more prone 
to be joiners, they are not more frequent 
joiners of a self-help organization in the 
- mental health field. 

In respect to age and number of chil- 
dren, the differences that would be ex- 
pected between joiners and the general 
population were not found to exist be- 
tween the self-help organization members 
and the residents of their home communi- 
ties. However, as mentioned previously, 
other studies had not fully agreed as to the 
exact nature of the relationship of age and 
number of children to membership in vol- 
untary community organizations. 

In general, the comparison of the self- 
help organization members and the resi- 
dents of their home communities indicated 
_ that the members of this specialized group 

shared many of the personal characteristics 
attributed to members of voluntary com- 
munity organizations. The members 
tended to be active in other organizations 
besides Recovery, Inc. Their participation 
Tate was at least as high as, and probably 
higher than, participation rates revealed 
by other studies. Although the members 

of this self-help organization were either 
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former mental patients or persons afflicted 
with psychiatric difficulties, they do not 
present the picture of social isolation and 
withdrawal usually associated with mental 
illness. 

When the personal characteristics of the 
self-help organization members who were 
inactive, moderately active and very active 
in other voluntary community organiza- 
tions were compared, most of the relation- 
ships which would be predicted on the 
basis of previous studies were found to be 
highly significant: 

(A) Extent of membership was positively asso- 

ciated with educational level. 

(B) Extent of membership was positively asso- 

ciated with occupational status. 

(C) Extent of membership was positively asso- 

ciated with family income. 

(D) Protestant and Jewish persons were more 

frequent joiners than Catholic persons. 

(E) Extent of membership was positively asso- 

ciated with age. 

In addition, married persons were found 
to be joiners more frequently than non- 
married individuals, although this rela- 
tionship was not significant at the .05 level. 
No relationships were found between num- 
ber of children and extent of participation, 
and sex and extent of participation. 

To make certain that membership in 
Recovery, Inc. was a voluntary act on the 
part of the respondents rather than a form 
of treatment prescribed by their physicians, 
an analysis of the respondents’ reasons for 
joining was made. Only 12 per cent of 
the respondents indicated that they had 
joined Recovery on the advice of a physi- 
cian. The vast majority reported joining 
because they had heard about the organi- 
zation from friends or relatives or had 
read about it in the lay press. This would 
tend to indicate that the joining of this 
organization was as voluntary in nature 
as the joining of other community associ- 
ations. 
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| The findings indicate that the same se- 
lective factors associated with the joining 
of voluntary community organizations in 
general apply to the special case of the 
joining of a self-help group in the mental 
health field. Although this study was con- 
ducted on only one self-help organization 
in the mental health field, there is no rea- 
son to believe that other such self-help 
groups would not function in respect to 
selectivity of membership in the same way 
as Recovery, Inc. ` 

If such selectivity of membership does 
exist, as the results of this study show, then 
the utilization of self-help organizations in 
the field of rehabilitation may be limited 
to only certain segments of the population 
of persons with psychiatric difficulties. 
Such organizations may have appeal only 
to the type of individual who would ordi- 
narily join voluntary community organi- 
zations. 


SUMMARY 
When a self-help organization was viewed 
as a special case of a voluntary community 
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organization, it was found that members 
of the selfhelp organization exhibited 
many of the same personal characteristics” 
attributed to the joiner in general. The 
members of the self-help organization 
were found to differ from other residents 
in their home communities in a number 
of ways which would be expected to exist 
between joiners and the general popula 
tion. fy 
In addition, despite the fact that the 
members were either former mental pa: | 
tients or persons who were encountering | 
psychiatric difficulties, they were found to 
be relatively active in other voluntary com- 
munity organizations besides the self-hélp 
group. A comparison of the self-help or- 
ganization members who were inactive, 
moderately active and yery active in other 
voluntary community organizations re- 
vealed the same type of relationships be 
tween extent of participation and selected 
personal characteristics that had been ob- 
tained in general studies of voluntary com: 
munity organizations. 
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SEX OFFENSES 


In Law and Contemporary Problems, 
Vol. 25, Spring, 1960, No. 2 


Durham, N. C., School of Law, Duke University, 
1960, 160 pp. 


This book fills a long-felt need among those 
who are concerned with penal reform with 
respect to sexual offenses. It is also of value 
to the ordinary citizen (especially in his role 
as parent) to the educator and to the thera- 
pist. It is a book which should be in the 
hands of everyone who helps formulate or 
administer the law. 

The School of Law of Duke University is 
to be complimented for having brought to- 

` gether so many separate but related facts 
with such erudition and in such a highly 

_ readable form. In the foreword it is stated 
that the gestation of this symposium has 
been a long and rather curious one. 

The proposed theme, that of sexual 
crimes, was broached some five years ago 
when the topic seemed to be a significant 
and timely one (the first Model Penal Code 
formulations concerning sex offenses had 
just been promulgated after much thought 
and discussion by the American Law Insti- 
tute) and it was one that lent itself to the 
cross-disciplinary sort of treatment that 
the publication Law and Contemporary 
Problems frequently employs. It took five 
years, however, before it was concluded 
that the time was ripe—owing primarily to 
the interest generated by the latest Ameri- 

_ can Law Institute proposals—for the full- 
Scale integrated discussion that had been 
_ €nvisaged earlier. 
: This symposium has hopefully been 
designed to examine critically and compre- 
hensively the social control of unconven- 
į tional sex practices. Because the compara- 
: tive study of the different approaches that 


have been taken to the problem has long 
been recognized as a most effective means 
of opening new perspectives and of afford- 
ing valuable insights and guides to solu- 
tion, attention has been given to British 
and Scandinavian experience in this area. 
The contributors have sought to survey 
and analyze the crazy quilt of law govern- 
ing sex offenses in this country, with an eye 
to delineating the course of the historical 
development of these laws and to assaying 
their essential validity from anthropologi- 
cal, ethical, sociological, psychiatric and 
biological points of view. Because legisla- 
tive, judicial and popular attitudes seem to 
reflect a profound anxiety concerning chil- ` 
dren and adolescents (regarded as especially 
susceptible to sexual victimization) this facet 


-of the subject has been intensively elabo- 


rated, The authors haye marshaled their 
facts and formulated their views with due 
regard for scientific objectivity, but clearly, 
reform is their aim. 

One chapter deals with the biological de- 
terminants of human sexual characteristics, 
another with the genetic-dynamic considera- 
tions that add to an understanding of the 
problem and contain implicit suggestions 
for preventive and therapeutic measures. 

Three chapters by different authors deal 
with how people of our own and other 
cultures actually behave sexually. Another 
deals with how the law views this behavior. 
The marginal status of the adolescent is 
given a chapter to itself. The remaining 
three chapters, one on the ethical view and 


‘one each on the British and Scandinavian 


experience, deal more with what society’s 
and the law’s attitude has been, is and 
could be, or even ought to be—in the light 
of the evidence presented—as to the ab- 
surdity of the present situation, The first 
two sentences of the opening chapter state 
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the thesis of the book. These are: “A ra- 
tional code of sex offense laws is long over- 
due in this country. Sex offense legislation 
presently on the books is largely unen- 
forceable and much of this legislation does 
a great deal more harm than good.” The 
writers provide ample material to prove 
their thesis. 

The reader is left with the feeling that 
humanity never seems to progress evenly 
but rather by fits and starts, and nowhere 
is this more apparent than in the attitude 
taken to what is regarded as deviant sexual 
behavior. The task of separating that 
which is actually or potentially harmful 
from that which is of no legitimate concern 
to anyone other than the voluntary con- 
tracting adults who practice it has never 
been approached with the courage, objec- 
tivity and real desire for reform which is 
needed if anything constructive is to be 
done in this field. Encouraging, indeed, are 
statements such as the one contained in the 
1949 report of the Joint Committee on Psy- 
chiatry and Law appointed by the British 
Medical Association and the Magistrates’ 
Association (entitled the “Criminal Law 
and Sexual Offenders”) to the effect that 
“fines should not be imposed on sexual 
offenders, except in cases where such of- 
fenders, after a finding of guilt, refuse to 
acknowledge their offense, or refuse, or are 
unable to co-operate in treatment,” and the 
one in the report of the Departmental Com- 
mittee on Sexual Offenses against Young 
Persons, 1925, to the effect that “the sub- 
ject matter of the Committee’s terms of 
reference lie on the borderline between 
law and morals, and there is no frontier 
more controversial.” 

This report also pointed out that, in gen- 
eral, “the law is not concerned with private 
morals or with ethical sanctions but with 
the outward conduct of citizens insofar as 
that conduct injuriously affects the rights 
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of other citizens. It has always been 
thought right to bring certain forms of 
conduct within the scope of the criminal 
law on account of the injury they occasion 
to the public in general.” © 

Such statements give promise of dawning 
insight on the part of the ever-widening 
group of experts who have concerned them- 
selyes with the effectiveness or lack of ef 
fectiveness of our present methods of deal- 
ing with sexual offenders——AtastTar W, 
MacLerop, M.D., Montreal, Quebec, Can- 
ada. 


THE CENTRAL NERVOUS SYSTEM 
AND BEHAVIOR: SELECTED 
TRANSLATIONS FROM THE 
RUSSIAN MEDICAL LITERATURE 


Collected papers for the Participants of the 
Third Macy Conference on the Central 
Nervous System and Behavior, held under 
the Joint Sponsorship of the Josiah Macy, 
Jr, Foundation and the National Science 
Foundation, Princeton, N. J., February 21- 
24, 1960. 

Washington, D. C., Dept. of Health, Education and 
Welfare, 1960, 1,051 pp. 


The familiarity of most students of animal 
behavior with the basic tenets of Pavlovian — 
physiology may be dramatically contrasted 
with the relatively few non-Russian-speak- 
ing neurobiologists who are familiar with 
the trend of current research in the Soviet 
Union in the general area of “higher nerv- 
ous activity.” È 
In an attempt to remedy this situation 
and to permit a more fruitful interchange 
of ideas on problems of mutual interest, 
the Josiah Macy, Jr., Foundation and the 
National Science Foundation cosponsored 
a series of interdisciplinary conferences 0? 
the Central Nervous System and Behavior 
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with scientists from the Soviet Union. The 
volume of selected translations reviewed 
here was prepared by the Russian Transla- 
tion Service of the National Institutes of 


_ Health as source material for participants 


of the Third Conference, which was de- 
voted to the general problem of the de- 
velopment of behavior in animals and 
man. 

Thus, the large number of papers con- 
cerned with various aspects of this prob- 
lem reflects the specific aims of the con- 
ference program and does not constitute a 
random sampling of the Soviet Union's 


current research on the central nervous 


system and behavior, as might be inferred 


from the title of the volume. 


These preliminary remarks aside, it may 
be helpful to note briefly the subject mate- 


tial contained in the 70 papers selected for 


translation, More than half of the reports 
are devoted to studies on the development 
of behavior in animals and human infants 
(somatic and visceral reflex activity, condi- 
tioned reflexes and development of speech 
and voluntary activity in children). In- 
cluded in this series are studies on the 
Morphogenesis of human cerebral cortex 
and histochemical and biochemical studies 
onthe immature nervous system. By and 
large, the translations are lucid (allowing 
for relatively minor typographical errors), 
and’ attempts have been made, whenever 
Possible, to include reproductions of figures, 
charts, and bibliography. 

The contributions of Luria and his as- 
Sociates to the study of speech development 
in children are already well-known to stu- 
dents of Soviet psychology. The reader will 
find in the present collection of translations 
four papers, illustrated with abundant data, 
Which include restatements of the principles 


outlined by Luria in his book Problems of 


Higher Nervous Activity of Normal and 
Abnormal Children. 
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Especially interesting, also, are studies 
dealing with the-development of condi- 
tioned reflex activity in human infants. In 
the papers devoted to this subject, emphasis 
is placed on elucidating the evolutionary 
principles underlying behavior in order that 
the results of such ontogenetic analyses may 
serve “as a foundation for the solution of 
the problems of the rational training of 
young children” (Kasatkin). 

The reader will judge for himself whether 
the data presented in support of ‘this state- 
ment are as yet sufficient to warrant con- 
sideration of their applicability to such 
problems. However, whatever one’s philo- 
sophical prejudices are on this matter, it is 
clear that prior to the publication of 
Kasatkin’s studies, which attempted. to es- 
tablish certain laws for the formation of 
conditioned reflexes in the child during 
ontogenesis, little attention had been fo- 
cused on this important problem. It is of 
further interest that the work of Kash- 
koyskaya (1953) on the development of the 
first conditioned reactions in newborn in- 
fants under normal and in certain patho- 
logical conditions also represents the: first 
study of its kind reported in the world 
literature. 

The inclusion of these reports in the 
present volume is thus of great importance. 
They should be required reading for those 
who would tend to disregard the unusual 
primitive associational activity demonstra- ` 
ble in the newborn human infant. In ad- 
dition to studies dealing with development 
of unconditioned and conditioned reflexes 
and “psychic activity” in infants, reports 
are included on the ontogenetic changes in 
reflex regulation of renal function (Niko- 
lenko), the development ‘of heat polypnea 
in pups (Hahn), and the rate of maturing of 
spinal reflex arcs in rabbits (Troitskaya). 

The latter paper clearly demonstrates 
that the lack of scientific communication 


625 


between Soviet and Western neurophysi- 
ologists is not unilateral. For example, 
Troitskaya presents morphophysiological 
evidence for the functional integrity of 
spinal reflex arcs prior to myelinization 
and argues that the latter process does not 
determine the preparedness of nerve fibers 
for the accomplishment of functions. The 
references cited by this investigator fail to 
note earlier works of many Western neuro- 
physiologists who provided clear demon- 
strations of this fact. 

In any collections of reprints of scientific 
reports, irrespective of their origin or na- 
ture, one is likely to encounter some of out- 
standing caliber and others of doubtful sig- 
nificance. The present volume is no ex- 
ception. 

Thus, one wonders if the report by Kry- 
lov on the relationship between changes in 
higher nervous activity and the bromide 
content of the blood in monkeys during 
ontogenesis is likely to evoke enthusiasm 
among non-Soviet neurophysiologists. For 
while it is clear that injected bromide can 
cause marked changes in the degree of ex- 
pression of orientation-investigatory reac- 
tions and conditioned reflex activity (as 
was first demonstrated by Pavlov), it is 
doubtful whether the notion that higher 
nervous activity is regulated by bromide- 
containing hormones with different physio- 
logical activities will have any general ap- 
peal. 

This is not the case with other studies, 
such as those reported by Khudorozheva on 
the role of neurohumoral factors on the 
development of the functions of skeletal 
muscles in ontogenesis. If the claim of 
Khurdorozheva that the cerebellum is a 
source of trophic substances that can alter 
the membrane properties of skeletal mus- 
cles during development is substantiated in 
other laboratories, it would seem to this 
reviewer to be of considerable significance. 
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The experimental design is certainly easily 
reproducible and should require little, save 
imagination, to confirm the results. 

Lest it be understood from the foregoing 
that the reader is not likely to encounter 
reports in the present volume that evoke 
familiarity with the subject material, it 
should be noted that strictly morphogenetic 
and neurochemical studies are also in- 
cluded. 

Of the latter, ontogenetic studies on the 
distribution of brain phosphatase and the 
topography and turnover of proteins in the 
central nervous system in relation to age 
are especially noteworthy. Perhaps it is 
because these reports are presented in a 
style more familiar to readers of English- 
language journals of neurochemistry that 
they are particularly appealing. 

Four papers in the present volume are 
concerned with electrophysiological analy- 
ses of the development of conditioned re 
flex activity in man. The work of Voronin 
and Sokolov on the electrophysiological 
correlates of the formation of temporary 
associations with dampening of the orienta- 
tion reflex has been viewed with consider 
able enthusiasm by many Western neuro- 
physiologists. 

This report amply illustrates the useful- 
ness of electroencephalography as an ana 
lytical tool in attempting to define the 
neurophysiological basis of complex be 
havioral activities in man. What is of far 
greater significance, however, is the manner 
in which Voronin, Sokolov and their as- A 
sociates have incorporated experimental 
data on the role of subcortical reinforcing 
mechanisms in their provocative hypothesis 
on the formation of temporary associations. 

Suffice it to say that these studies, taken 
together with those of Western workers 
(who are quoted extensively in the report , 
by Voronin and Sokolov), should eventually 
lead to a general neurophysiological theory 
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of learning which is based on recognition 
of the activity of subcortical as well as 
cortical synaptic organizations in the forma- 
tion of temporary connections. Other re- 
ports on related subjects in the present 
volume clearly indicate the concern of 
Soviet behavioral physiologists with at- 
tempts to redefine some Pavlovian con- 
cepts in the light of new electrophysiological 
data on nonspecific projection systems. 

Apart from reports dealing with develop- 
mental studies of the central nervous system 
which, although distributed randomly 
throughout the volume, nevertheless pro- 
vide a central theme, the reader will en- 
counter a potpourri of recent (circa 1958) 
reviews and philosophical discussions deal- 
ing with tissue evolution, cybernetics, ge- 
netics, biophysics and embryology. 

In each of these papers, the position of 
Soviet scientists is clearly enunciated at 
the outset and the historical evolutionary 
principle guiding research in these diverse 
areas of investigation is laboriously affirmed. 
The patient reader will be amply rewarded 
with surveys which should serve to ally (or 
reinforce) any preconceived notions he may 
have had concerning the status of Soviet 
research in these fields—Dominick P. Pur- 
PURA, M.D., Columbia-Presbyterian Medical 
Center, New York, N. Y. 


THE INFORMED HEART: 
AUTONOMY IN A MASS AGE 
By Bruno Bettelheim 

Glencoe, Ill., The Free Press, 1960, 309 pp. 


In this very moving book Dr. Bettelheim 
attempts to draw lessons from the Nazi 
death camps for the world of today. It is 
his thesis that the impersonal forces of mass 


| Society pose a threat to the humanity of 


men and their innerpersonal integrity, simi- 
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lar in kind, though less in degree to that 
achieved by the purposively directed Nazi 
terrorism. 

He feels that an analysis of the reasons 
that the vast majority of the people in the 
camps ceased to be men long before they 
were killed, and that, in spite of this, a few 
managed to survive not only physically, but 
with the inner core of their personalities 
intact, should provide clews for maintain- 
ing personal integrity in the face of the 
pressures of mass society. 

A large part of the book is devoted to 
an account of life in the camps and to an 
analysis of what happened to different 
personalities as a result of the cruelty, 
degradation and humiliation. Although 
this is all done in a coldly objective way, 
this reviewer found the accounts so moving 
that he was able to read only a few pages 
at a time. 

It is well that these pages of history 
should not be forgotten. We should always 
remember that the Nazis discovered the 
means by which large masses of men and 
women could be wholly robbed of their 
humanity. And we should also know that 
there were those who were able to maintain 
their inner strength in the face of all that 
the Nazis could do to them. 

To read this account is a chastening ex- 
perience which compels the reader: to re- 
examine his own integrity. It is also 
chastening to read the account of the way 
Hitler little by little eroded the independ- 
ence of the Germans. Each new demand 
seemed so small that, to most Germans, sur- 
render on the point did not seem to matter 
much, but in the end the will to resist was 
completely broken. 

The lesson seems clear that if a man’s 
personal responsibility is to be maintained, 
the first encroachment upon it must be re- 
sisted. It isa mistake to wait for the serious 
crisis, when a stand must be taken. If the 


627 


erosion is managed in small enough incre- 
ments, the serious crisis never occurs. 

Dr, Bettelheim leaves the implications of 
his analysis—and its application to the 
problems of two decades later—largely to 
the reader, but he sums up his thought in 
the last two paragraphs of his preface: 


"The daring heart’ must invade reason with its 
own living warmth, even if the symmetry of 
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reason must give way to admit love and thea 
pulsation of life. 

“No longer can we be satisfied with a. life 
where the heart has its reasons, which reason’ 
cannot know. Our hearts must know the world 
of reason, and reason must be guided by an in- 
formed heart. Hence the title of this book: for 
the rest it must speak for itself,” i 


—TeEMrLE Buruinc, M.D., New York State 
School of Industrial and Labor Relations, 
Cornell University, Ithaca, N. Y, 


| Notes and Comments 


CARE AND TREATMENT 


A new program which will make psychiatric 
help for emotionally disturbed gang mem- 
bers readily available in the neighborhoods 
where gangs operate is being initiated by 
the New York City Community Mental 
Health Board, the New York City Youth 
Board and the Jewish Board of Guardians, 
a voluntary mental health agency. The 
Community Mental Health Board has al- 
lotted $94,433 for the first year’s operations. 
A psychiatric team will be formed to 
work in high delinquency areas in the city 
in conjunction with Youth Board street 
club workers. The team will consist of two 
psychiatrists, two psychiatric social workers, 
a psychologist, a social caseworker, an an- 
thropologist and a research specialist. 


* * +*+ 


Construction on additional facilities for 
Milledgeville, Ga., State Hospital and for 
the Georgia Training School for Mental De- 
fectives at Gracewood began last spring. 


Included in the Milledgeville expansion’ 


will be a 627-bed addition to the Arnall 
Building, a 500-bed intensive treatment and 
training center, a central kitchen, and a 
staff dormitory and staff apartment build- 
ing. Immediate plans for Gracewood in- 
clude the construction of a new 300-bed 
infirmary. 
* * i * 

Open house for the new, combined quar- 
ters of the Berkeley, Calif., State Mental 
Hygiene Clinic and the recently established 
Center for Training in Community Psy- 
chiatry were held last spring. . 

Dr. Portia Bell Hume is newly named 
chief of the state’s program for training 
Psychiatrists and other physicians in com- 
munity psychiatry. Dr. Hume’s pioneer- 


ing work helped establish the Short-Doyle 
Act for Community Mental Health Sery- 
ices. 

Also dedicated in California recently was 
the Fairview State Hospital for the Men- 
tally Retarded at Costa Mesa. Fairview, 
in effect, began 13 years ago with its ap- 
proval by the state legislature on the basis 
of need for additional beds for care of the 
mentally retarded. Today the hospital has 
34 wards with a total bed capacity of 
1,946 and with completion of additional 
planned buildings in 1963, the hospital 
will have a projected capacity of 2,600 and 
a staff of about 1,500. 


AWARDS 


Recipients of the 1960 Albert Lasker jour- 
nalism awards given for outstanding report- 
ing on medical research and public health 
in the newspaper, magazine and television 
fields included: Berton Roueche for his 
“Annals of Medicine: Alcohol” in The New 
Yorker; Don Seaver for his series on “North 
Carolina’s Neglected Mentally Ill Children” 
published in The Charlotte Observer; the 
CBS-TV network for “Biography of a Can- 
cer” program and KCRA-TV, Sacramento, 
for “Face of Despair,” a program about the 
care of the mentally ill. 


Sheldon Glueck, Roscoe Pound professor 
of Law at Harvard, is the tenth winner of 
the American Psychiatric Association's 
$1,000 Isaac Ray Award given annually 
to a psychiatrist or member of the bar 
for “furthering understanding between the 
two professions.” As recipient, Dr. Glueck 
will deliver a series of lectures on psychia- 
try and the law during the academic year 
1961-62 at Tulane University, New Or- 
leans. 
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GRANTS 


Establishment at the University of Min- 
nesota of a clinical drug evaluation center 
for the intensive study of compounds affect- 
ing abnormal human behavior has been 
assured by a $427,804 four-year grant from 
the National Institute of Mental Health. 

Principal investigators for the project, in 
which psychotic patients in Minnesota 
mental institutions will participate, are Dr. 
Burtrum C. Schiele, professor of psychiatry, 
and Dr. Gordon T. Heistad, associate pro- 
fessor of clinical psychology. 


APPOINTMENTS AND ELECTIONS 


Dr. Benjamin Pasamanick, professor of 
psychiatry at the Ohio State University 
and director of research at the Columbus 
Psychiatric Institute and Hospital, has been 
named the Percival Bailey Lecturer for 
1961. He will speak on “Some Miscon- 
ceptions Concerning Racial Differences in 
the Prevalence of Mental Disease” at the 
Illinois State Psychiatric Institute in 
November. 
* * * 


Dr. James B. Craig has been named assistant 
superintendent of Milledgeville, Ga. State 
Hospital. Dr. Craig was professor of psy- 
chiatry at Ohio State University College of 
Medicine and clinical director of the 
Columbus Psychiatric Institute. 


* + + 


The Society for the Scientific Study of Sex 
has announced the results of its first election 
of officers. Dr. Albert Ellis, is president; 
Dr. Christopher Tietze is president-elect; 
Dr. Hugo G. Beigel is secretary and Robert 
V. Sherwin is treasurer. The fourth annual 
meeting of the Society will be held Novem- 
ber 14, 1961, at the Barbizon-Plaza Hotel 
in New York City. 
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Dr. James H. Sterner, medical director of — 
Eastman Kodak Company, was recently 
elected president of the National Health — 
Council. Dr. Sterner is the first industrial 
physician to be elected to this post. 


Peter G. Meek has been named executive 
director of the National Health Council 
succeeding Philip E. Ryan who became 
executive director of the National Associa- 
tion for Mental Health May 1. Mr. Meek 
has been director of the New York Office 
and Northeast regional representative of 
the National Society for Crippled Children — 
and Adults since 1956. 


Dr. H. Elson Hooper has been appointed 
chief of psychology research for the Veterans 
Administration. Dr. Hooper was formerly 
chief of the central research laboratory at 
the Augusta, Ga., VA hospital for the VA's 
Co-operative psychological research. 


+ * * 


Dr. Charles E. Niles has been named 
deputy commissioner for administration of 
the New York State Department of Mental 
Hygiene. 


Dr. Oscar K. Diamond has been appointed 
director of Manhattan State Hospital, 
Ward's Island, N. Y. 


+ æ + 


Dr. Fritz Redl, distinguished professor of 
behavioral sciences at Wayne State Uni- 
versity, Detroit, was elected president of 
the American Orthopsychiatric Association 
at the recent annual meeting of the organ- 
ization. Dr. Edward D. Greenwood, CO- 
ordinator of the training program in child 


Boah 


psychiatry. for the Menninger School of 
Psychiatry in Topeka, Kan., was named 
president-elect. 


* +. 


At the meeting of the Board of Trustees of 
the Academy of Religion and Mental 
Health in June Erwin S. Wolfson, chairman 
of the Diesel Construction Co. of New 
York City, was elected president of the 
board to succeed Dr. Harvey J. Tompkins. 
Mr. Wolfson is the first layman to be 
elected president of the Academy. Dr. 
Warren Weaver, for many years vice presi- 
dent of the Rockefeller Foundation and 
now vice president of the Alfred P. Sloan 
Foundation, was elected vice president of 
the Academy. 


MEETINGS, INSTITUTES, SEMINARS 


The thirteenth Mental Hospital Institute 
of the American Psychiatric Association 
will convene at the Sheraton-Fontenelle 
Hotel in Omaha, Neb., October 16-19. 
The main theme will be “New Perspectives 
on Mental Patient Care: A Consideration 
of Action for Mental Health, the final 
report of the Joint Commission on Mental 
Illness and Health.” 


The theme of the mid-winter meeting of 
The Academy of Psychoanalysis, to be held 
at the Hotel Commodore in New York 
City on December 9 and 10 is “Psycho- 
analytic Education.” Officers of the 
Academy for 1961-62 include Dr. Roy R. 
Grinker, president; Dr. Sandor Rado, presi- 
dent-elect; Dr. Joseph H. Merin, secretary, 
and Dr. John L. Schimel, treasurer. 


‘The eleventh annual meeting of the Na- 


tional Association for Mental Health will 
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be held at the Deauville Hotel in Miami 
November 15-18. Featured will be a review 
and evaluation of the final report of the 
Joint Commission on Mental Illness and 
Health. 


STUDIES, REPORTS, STATISTICS 


In June of 1959 the Indiana Division of 
Mental Health requested Delton C. Beier, 
Arnold Binder and Coy D. Robbins of 
Indiana University to conduct a survey 
to estimate the number of emotionally 
disturbed children in Indiana, to deter- 
mine the adequacy of the treatment or care 
they were receiving and the needs of the 
state for extension and improvement of cur- 
rent services and facilities. 

The results of this survey, recently pub- 
lished by the Division, suggest that the Divi- 
sion as well as the Legislative Study Com- 
mittee on Emotionally Disturbed Children 
were conservative in their estimates of the 
immediate as well as the long-term needs of 
emotionally disturbed children in Indiana. 

The report recommends that the state be- 
gin a broader public school program de- 
signed for emotionally disturbed children, 
that a preschool mental health screening 
program be set up on a research and trial 
basis, that increased facilities for outpatient 
care be developed, that there be more 
special placements outside the home, that 
the number of foster homes and group 
homes for emotionally disturbed children 
be increased, that there be constructed an 
equal number of residential units and 
closed and essentially custodial units for 
such children, that there be developed resi- 
dential diagnostic and early treatment cen- 
ters for juvenile delinquents and predelin- 
quents, that more funds for research be 
made available, that funds be appropriated 
to provide scholarships to train and edu- 
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cate individuals in the various mental 
health disciplines. 


* + + 


Some overweight people should receive psy- 
chiatric treatment before attempting to 
diet, cautions Professor Charlotte M. Young, 
medical nutritionist on the staff of Cornell 
University’s Graduate School of Nutrition. 

Professor Young pointed out that “before 
becoming concerned with details of a diet, 
consideration should be given to whether 
or not the overweight patient should be 
subjected. to a reducing regimen. Not 
every obese patient is a candidate for weight 
reduction by dietary means,” 

In a recent article in the American 
Journal of Clinical Nutrition she cited 
clinical studies that show there is a high 
recurrence of obesity after dieting and 
weight reduction, and that emotional symp- 
toms and even mental breakdowns have 
been reported during the period of weight 
loss.” 

* * * 


The. resident population in New York 
State’s mental hospitals decreased by 1,240 
during the past year, Dr. Paul H. Hoch, 
Commissioner of Mental Hygiene, revealed 
in a report of department statistics for the 
fiscal year ending March 31, 1961. 

This marks the sixth consecutive year 
„that the patient Population in the state’s 
18 mental hospitals has shown a drop. Since 
the peak patient Population of 93,559 on 
June 30, 1955, the number of resident pa- 
tients has decreased by 6,189. 


PUBLICATIONS 


Volunteer Services in Mental Hospitals, a 
report of last year’s Institute for Mental 


Hospital Directors of Volunteers, was pub-. 


lished recently by the National Association 
for Mental Health. The new publication 
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covers the course content of the Institute 
held in Topeka in February, 1960, under 
the auspices of the NAMH, the Menninger — 
Foundation and the Topeka State Hospital 
with the support of the National Institute 
of Mental Health and the Nathan Hof- — 
heimer Foundation. i 


IN MEMORIAM 


A memorial foundation has been established 
in memory of Albert Deutsch, journalist 
and champion of the mentally ill. Mr. 
Deutsch, who was fifty-five years of age, died 
in his sleep of a heart attack June 18 in © 
Horsham, England, where he had been 
attending a meeting of the World Federa- 
tion of Mental Health. 

The Foundation, to be known as the 
Albert Deutsch Memorial Foundation, will 
set up an annual journalists’ award and will | 
publish a memorial volume of Mr. Deut- 
sch’s writings and a biography of the late ` 
writer, 

Individuals have been invited to submit 
anecdotal material, letters and manuscripts 
for these volumes. Interested persons have 
also been invited to send gifts to the Foun- 
dation and to act as volunteers in their 
communities to assist in the building of 
the Foundation. Gifts and other communi- 
cations should be addressed to the Foun- 
dation at Room 1130, Dupont Circle Build- 
ing, Washington 6, D. C. 

Mr. Deutsch was known throughout the 
world for his editorial championship on 


behalf of the mentally ill, At the time of 


his death he was making an extensive survey 
of the status of psychiatric research in the 
United States. è 
His first book, The Mentally Ill in 
America: A History of Their Care and 
Treatment from Colonial Times, was the 


first of its kind to bring the shameful con-: — 


eee 
1A tribute to Mr. Deutsch will appear in the Jan- 
uary issue of Mental Hygiene, i 


ditions and neglect of the mentally ill to 
the attention of the American public. 
His other books were: The Shame of the 


_ States, in 1948, a criticism of state hospitals 


for the mentally ill; Our Rejected Children, 
in 1950; and The Trouble with Cops, in 
1955. He was editor of Sex Habits of 
American Men, in 1948, and co-author, with 
David M. Schneider, of a history of public 
welfare in New York State, in 1941. 

Mr. Deutsch’s articles appeared in the 
New York Times Magazine, Collier’s, the 
Womans Home Companion, The Saturday 
Evening Post and The Reader’s Digest. 

In 1949 he received an Albert Lasker 
award for his writing on mental health and 
a George Polk Memorial Award from Long 
Island University for reporting. In 1945 
and 1946 the New York Newspaper Guild 
gave its Heywood Broun citations to him 
for reporting. In 1958 he received the 
Adolf Meyer Memorial Award in Mental 
Health. He was an honorary fellow of the 
American Psychiatric Association. 

Mr. Deutsch was born and educated in 
New York City. His first job in the field 
of psychology was as a research associate 
for the state Department of Social Welfare 
from 1936 to 1940. From 1941 until 1950 
he was a columnist for several New York 
newspapers and after 1950 devoted all of 
his time to free-lance writing. 


+ * +$ 


In a recently-published tribute to the 
memory of Dr. Carl G. Jung, the Academy 
of Religion and Mental Health cited the 
world-renowned physician for his “keen 
interest in and contributions to” the found- 
ing of the Academy. The tribute states 
that “some of his theories were in sharp dis- 
agreement with those of Freud but each of 
these intellectual giants has made our world 
richer because of the contributions they 
made toward it.” 
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Dr. Robert A. Matthews, professor and head 
of the Department of Psychiatry at Jefferson 
Medical College in Philadelphia, was killed 
June 23 in a head-on collision near Wil- 
liamstown, N. J. In 1956 Dr. Matthews was 
appointed deputy secretary of welfare and 
commissioner of mental health for the 
Commonwealth of Pennsylvania. In this 
position he accomplished a great deal to- 
ward the establishment of progressive pro- 
grams in state mental hospitals. 

He also gave much emphasis to the care 
of emotionally disturbed and mentally re- 
tarded children and repeatedly encouraged 
the establishment of psychiatric wards in 
general hospitals and in outpatient clinics 
throughout the state. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN COMING ISSUES 
OF MENTAL HYGIENE 


“Young Indians: Some Problems and Issues of Men- 
tal Hygiene” by Elizabeth E. Hoyt. 

“Open-ward Management of Disturbed Mental 
Patients of Both Sexes” by Magno J. Ortega. 

“How to Act Toward Emotionally Disturbed Neigh- 
bors, Friends and Relatives” by Mathew Ross. 

“Trends in Soviet Psychiatry” by Alex H. Kaplan. 

“Some Pre-World War II Antecedents of Com- 
munity Mental Health Theory and Practice” by 
Ascanio M. Rossi. 

“Psychiatric Aspects of Police-Community Rela- 
tions” by Chester M. Pierce, 

“A Look at Dentistry and Psychological Concepts” 
by Lucille Hollander Blum. 

“The Role of the Psychiatric Aide: A Report on 
the Norristown Seminar” by Alfred E. Goldman 
and M. Powell Lawton. 

“Role Reversal in Geriatrics” by Arthur L. Raut- 
man. 

“MMPI Changes Following a Course in Mental 
Hygiene” by Frank Kodman, Jr. and Gordon 
Sedlacek. 

“The Inadequate Chronic Alcoholic Personality” 
by Edward Podolsky. 

“Are Monthly Meetings of Chapters of the Mental . 
Health Association Necessary?” by Loyd W. Row- 
land. 
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“Sociodrama and Group Discussion with Institu- 
tionalized Delinquent Adolescents” by Wilson A. 
Head. 

“Patient Participation at a Series of Rehabilitation 
Service Meetings” by William N. Deane. 

“Beyond the Open Door” by Frank Winston. 

“The Mature Person” by G. T. Barrett-Lennard. 

“Some Factors in Identifying and Defining Mental 
Illness” by David Mechanic. 

“A New Dimension for Volunteers” by Donald T. 
Lee. 

“The Dream Comes of Age” by Kilton Stewart. 

“The Dog As a ‘Co-Therapist’" by Boris M. Levin- 
son. 

“Metaphysical Concerns and Mental Health” by 
James A. Knight. 

“The Personality Need Structure of Psychiatric 
Attendants” by Alexander Tolor. 

“The Assessment of School Phobia” by Donald A. 
Leton. 

“The Functions of Day-Care for Disturbed Adoles- 
cents” by Harold W. Pfautz. 

“A Look at a Moscow Mental Hospital” by Sheldon 
G. Weeks. 

“Views of a Mental Hospital” by Robert Sommer 
and Robert Dewar. 

“Preparing Public Health Nurses for Mental Health 
Problems” by Esther Schulz and Dorothy Brown. 

“Educative Psychotherapy with Student Nurse 
Classes: An Investigation of Socially-Shared Con- 
flicts and Value Distortions” by Herman P. Glad- 
stone. 

“Common Record Forms: A Study of Psychiatric 
Agency Co-operation” by Richard M. Silberstein 
and Wallace Mendell. 
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“Community Attitudes Toward Family Care” by 
William T. Bowen and Gloria J. Fischer. 

“The Role of Vocational Rehabilitation in Today's 
State Mental Hospital” by Harvey E. Wolfe. 
“Contributions of a Nurse in an Adult Psychiatric 
Clinic: An Exploratory Project” by Jules V. Cole- 

man and Rhetaugh Dumas. 

“Cultural Considerations in the Teaching of Amer- 
ican Psychiatry to the Chinese” by Col. Richard 
R. Cameron and Lt. Col. Fernando G. Torgerson. 

“The Personal Emergency Advisory Service” by 
Allen A. Bartholomew and Margaret F. Kelley. 

“Social Life” by Simon Olshansky. 

“The Effects of Manifest Anxiety on the Academic 
Achievement of College Students” by Charles D, 
Spielberger. 

“Returning Mental Patients to the Community: An 
Analysis of Placement Failures” by Leslie Nav- 
Tan. 

“Problems in Administration and the Establish- 
ment of Community Mental Health Services” by 
Herbert Dorken. 

“Personality Changes Among Members of Alcohol- 
ics Anonymous” by Felix Cohen. 

“Primary Essentials for Organizing and Adminis- 
tering a Successful Institutional A. A. Program” 
by Arthur F, Clagett. 

“Changing Trends in Psychoanalytically-Oriented 
Psychotherapy” by Lawrence L. LeShan. 

“Suicide: A Cultural and Semantic View” by Wil- 
liam Urban. 

“A Systematic Approach to Mental Health Assess- 
ment and Counseling” by Leonard T. Maholick. 

“The Outlook for Mental Health Education” by 
Harry Milt. 
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